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Gatch, Gann and Mann: The Danger and Pre- 
vention of Severe Cardiac Strain During 
Anesthesia. J. Am. M. Ass., 1913, lx, 1273. 

By Surg., Gynec. & Obst. 

The authors have shown by animal experimenta- 
tion the various factors causing heart strain during 
anesthesia. These factors are struggling, pressure 
on the abdominal viscera, and the Trendelenburg 
position, the latter being the most important. The 
conclusion is reached, however, that these agencies 
are harmless to normal hearts providing the breath- 
ing is adequate to prevent cyanosis. 

Experiments on dogs under ether anesthesia were 
striking. Only four of fifteen dogs lived in the 
Trendelenburg position over one and one quarter 
hours unless revived by artificial respiration, the 
average time of survival being twenty minutes. 
The same results always followed the change in 
position: slight rise in blood pressure, slight in- 
crease in the pulse rate and increasingly labored 
respirations, finally ceasing. In the authors’ opin- 
ion death is due to the sensitiveness of the 
respiratory center to ether. As long as the breath- 
ing is good, the animal withstands the head-down 
position without ill effects, but when the breathing 
fails, the heart, poorly supplied with oxygen, has to 
pump a blood supply made greater by gravity 
against a blood pressure increased by asphyxia. 
Reasoning that if primary failure of respiration was 
responsible for the ill effects of the head-down 
position, this may be obviated by hypercapnia, 
which was found to be true. 

In a series of experiments with the thorax open, 
the heart could be revived by massage and artificial 
respiration, but though apparently normal, there 
was evidence of more or less permanent serious 
injury to the cardiac muscle. After a second step- 


page of artificial respiration, its contractions ceased 
in less than two minutes. During struggling under 
light anwsthesia, the heart could be seen to 
balloon out to a great size and soon ceased to con- 
tract. 

These phenomena explain why the Trendelenburg 
position has no ill effect in a normal heart, with the 
respiration adequate and the muscies at rest. But 
when the breathing becomes inadequate during 
anesthesia, the mechanism by which the body 
compensates for the effects of gravity on the circula- 
tion becomes deranged.  Asphyxia injures the 
cardiac muscle and raises blood pressure, while the 
Trendelenburg position causes an increased amount 
of blood to be quickly returned to the heart. This 
cardiac strain is greatly augmented if there is 
pressure on the intestines, Roy and Adami having 
found that abdominal compression increases the 
heart’s output 29.6 per cent. 

The problem in practical anasthesia is to min- 
imize the dangers of these agencies: the head-down 
position; struggling and abdominal pressure, which 
in the absence of asphyxia probably cannot injure 
the normal heart. The following suggestions are 
made: 

The patient should be raised to and lowered from 
the Trendelenburg position slowly. In cardiac 
disease it should be used with caution. 

Robust patients should be given morphine before 
operation, and alcoholics morphine and alcohol and 
should be anwsthetized without cyanosis. 

Those with cardiac disease, pneumonia or 
empyema should also be given morphine and 
anesthetized slowly in the semi-recumbent posi- 
tion. 

The production of hypercapnia protects in a 
marked degree from respiratory failure and con- 
sequently from cardiac failure, which is always 
secondary to asphyxia. E. K. ARMSTRONG. 
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Sprengel: The Choice of an Anesthetic in Opera- 
tions for Acute Inflammatory Conditions of 
the Abdomen (Die Wahl des Narkoticums bei 
Operationen wegen akut entziindlicher Prozesse in der 
Bauchhohle). Deutscher chir. Kong., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Sprengel discusses the condition described by 
Reichel in 1900 and by Amberger in 1909 and called 
by them post-operative sepsis. The symptoms are 
icterus. restlessness, lethargy and finally coma, 
generally ending in death. Recovery is exceptional. 
He has seen a great number of cases in the acute 
stage after operations for appendicitis, and believes 
with Sippel, Stierlin and others, that the original 
explanation of the clinical picture and its anatomical 
basis (fatty degeneration of the heart, kidneys, and 
especially the liver) was not satisfactory and that 
it is in reality an after-effect of chloroform. After 
he reached this conclusion he stopped giving 
chloroform in operations for acute inflammations 
in the abdomen, and since that time (October, 1911) 
he has not seen a single case, while from February to 
the end of September, ror, he had six cases, three of 
them ending fatally. He maintains that chloroform 
is absolutely contra-indicated in these conditions, 
and recommends the use of morphine-ether anes- 
thesia as being without danger. 


Bainbridge: Spinal Analgesia; Development and 
Present Status of the Method; with Brief 
Summary of Personal Experience in 1,065 
Cases. Med. Press & Circ., 1913, cxlvi, 334. 

By Surg., Gynec. & Obst. 


Bainbridge notes that this method of an- 
zsthesia, like all new methods, had its early 
errors. Then enthusiasm over its application began 
to wane, and the later development was left to a 
limited number who recognized its advantages and 
usefulness. 

The author’s method of sterilizing cocaine and 
similar drugs is as follows: To five grains of fresh 
cocaine crystals two drams of strong ether are added 
and mixed thoroughly with a glass rod until a paste 
is formed and stirred until the ether is evaporated. 
One ounce or % ounce of boiled filtered water or 
physiological salt solution is then added, making 
respectively a 2 per cent or a t per cent solution, and 
from 5 to 25 minims of the strong solution and from 
10 to 40 of the weaker solution is the dose. 

Other drugs besides cocaine having become avail- 
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Interst. 
By Surg., Gynec. & Obst. 


Basham: Temporo-Maxillary Ankylosis. 


AM. J XX, 331. 


The paper is limited to a short discussion of those 
cases of ankylosis of the temporo-maxillary joint 
due to a change in the articulating surfaces of the 
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able for spinal analgesia, three general classes of 
solutions have been evolved: (1) those of a specific 
gravity lighter than the cerebrospinal fluid, the 
diffusible solutions, in which alcohol is used to give 
this gravity; (2) those with a specific gravity 
approximately equal to the spinal fluid, to which the 
simple solutions in water, in physiological salt solu- 
tion or in spinal fluid, belong; and (3) the “non- 
diffusible” or heavy solutions with glucose, dextrin 
or gum arabic. 

In 988 of the 1065 cases, solutions in sterile water 
were used, and in over 500 of these cocaine was the 
drug. As a rule, Bainbridge now uses stovaine or 
tropacocaine, but does not hesitate to use cocaine. 
In all his cases there was only one death (diffusible 
stovaine solution) and this was probably from 
status lymphaticus, one case of temporary partial 
paralysis with recovery, one case of failure due to 
“dry spine,” two cases with alypine in which there 
was respiratory repression, and one case of idio- 
syncrasy with no analgesia after several attempts. 

Preliminary preparation of the patient is not so 
essential except in intestinal operations. Emer- 
gency cases have been operated on with compara- 
tively no post-operative phenomena. Morphine 
may be given before anesthesia, and strychnine plus 
nitroglycerine lessens disagreeable symptoms. 

The author usually injects between the 4th and 
5th or 3rd and 4th lumbar vertebre. Ethyl- 
chloride or cocaine subcutaneously is used, an inci- 
sion is made in the skin, and the needle is inserted 
through the dura. If the cerebrospinal fluid does 
not flow freely, the needle is withdrawn and rein- 
serted. The solution is injected slowly. The body 
of the vertebra in front should not be touched with 
the needle because of the presence there of a large 
plexus of blood vessels. The position of the patient 
and the specific gravity of the solution must be 
taken into consideration according to whether high 
or low analgesia is desired. The author believes 
that head and neck operations should not be under- 
taken under spinal anesthesia unless other methods 
are contra-indicated or operation essential. 

The indications for spinal analgesia are the con- 
tra-indications for inhalation anesthesia. The ob- 
jections to spinal analgesia are: (1) The operator 
is absolutely committed to the dose given. It may 
be increased but not decreased. (2) In prolonged 
operations, the analgesic effect may pass before 
operation is completed. W. H. Buatic. 


HEAD AND NECK 


temporo-maxillary joint itself. Those due to cica- 
tricial contraction of muscles, etc., are not con- 
sidered. Ankylosis of this joint is nearly always 
due to an infectious arthritis. Basham mentions 
arthritis sicca as an occasional cause. Otitis media, 
parotiditis and osteitis affecting the body of the 
maxilla may cause an infection of the temporo- 


maxillary joint. According to Duploy and Reclus 
gonorrhoea is a frequent cause of arthritis in this 
joint. Before the present days of surgery many 
and varied barbarous instruments were contrived to 
force apart the jaws. The author gives a brief 
résumé of the different types of operations devised to 
bring back motion in these cases. Most of these 
usually caused damage to the facial nerve. The 
operation of Lillienthal is the safest and is the one 
the author used in his case reported. 

The author reports a case of a school girl who, in 
the autumn of 1909, had had typhoid of a severe 
type. She was left with ankylosed jaws and masti- 
cation was impossible. On September 2, 1911, 
Basham operated on her right side first. A chisel 
was used to open the joint and a curette was used to 
clear away the adventitious bony tissue, operating 
mostly at the expense of the maxillary condyle. 
Adhesions about the joint were well broken up. 
A piece of temporal fascia was divided so as to leave 
the attachment to the inner border of the root of the 
zygoma undisturbed and it was passed across the 
articulation between the glenoid fossa and the con- 
dyle and stitched with fine catgut. The section of 
the zygoma was replaced and the wound closed. 
Eleven days later the same operation was done on 
the other side. The jaws could now be separated 
widely with little difficulty. Within two or three 
days the patient could drink water from a glass and 
from this time on movement of the jaws was en- 
couraged. A hard rubber interdental wedge was 
provided to wear between the teeth for a few hours 
daily. The patient still remains well. 

M. S. HENDERSON. 


Freligh: A Preliminary Report on the Temporal 
Bone and Its Anomalies at Birth in One Hun- 
dred and Fifty Cases. Bull. Lying-in Hosp., 1913, 
ae By Surg., Gynec. & Obst. 

Freligh made extensive anatomical studies of the 
temporal bones of one hundred and fifty cases. 

He gives exact measurements of the different 

anatomical parts with a few references to their 

importance from the standpoint of the surgeon. 

He states that there is neither an eminentia articu- 

laris in the temporal bone of the new-born nor a 

distinct mastoid process. The lowest external 

portion of the temporal bone is the inferior border 
of the anulus tymparicus. It is important to know 
that the tegmen antri is very thin and since the 
antrum mostly goes over the tympanum. the tegmen 
tympani is also very thin. The bony external audi- 
tory meatus and the bony canal are entirely missing, 
so that with the soft parts removed one comes 
directly upon the drum membrane. The horizontal 
canal protrudes into both antrum and tympanum 
and is therefore easily injured during an operation 
if one is not fully acquainted with these anatomical 
details. Both the tympanum and the semicircular 
canals appear to be about as large as in the adult. 

The description of the course and the measurements 

of the distances from different anatomical points 
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show that there are great variations in the exit from 
the mastoid bone. 

The statement given in the textbooks of anatomy 
that the mastoid bone or the equivalent in new-born 
children does not contain cells is corrected by Fre- 
ligh, who found comparatively large cells in a con- 
siderable percentage of cases. Emit ScCHWARz. 


Barrett: Diffuse Glioma of the Pia Mater. Am. 
J. Insan., 1913, |xix, 643. By Surg., Gynec. & Obst. 
The author describes the brain of a man 4o 
years old who had shown grave mental symptoms 
during the last four months of life. The tumor was 
a large glioma growing in the subependymal sub- 
stance in the right occipito-temporal region. It in- 
vaded the adjacent pia mater and also the pia of the 
greater part of the brain, cerebellum, cranial nerves, 
pons, medulla, and at least the upper part of the 
spinal cord. The tumor had pushed in among the 
fibres of the pia mater in places and lay in the 
subarachnoid space. From the spaces of the pia, 
glioma cells had invaded the lymph spaces of the 
adventitia of the blood vessels and extended deeply 
into the substance of the brain. In places these 
had broken through the vessel walls and formed 
focal metastases in the perivascular area. 

The author calls attention to the infrequency of 
glia tumors which invade the leptomeninges of the 
central nervous system, so diffusely. 

In this case dissemination occurred very largely 
through the lymph spaces of the blood vessels. 
There was also direct invasion of the brain substance 
from the infiltration of the pia. The tumor was an 
exception to the statement of Bruns that gliomata 
are solitary tumors which do not form metastases. 

BARNEY Brooks. 


Hudson: Consecutive Displacement of the 
Cerebral Hemisphere in the Localization and 
Removal of Intracerebral Tumors and Hzem- 
orrhages. Ann. Surg., Phila., 1913, lvii, 402. 

By Surg., Gynec. & Obst. 

The author has based the development of his 
technique upon a principle discovered and developed 
by him from a case of subcortical brain tumor 
terminating fatally within forty-eight hours after 
it had been operated upon. Decompression had 
been done at the first operation for a tumor involv- 
ing the motor cortex and from which the symptoms 
were in no way distressing. Intracranial pressure, 
however, was found to be great. No tumor could 
be located by most careful palpation and the brain 
was not incised to search for it, as that should be 
left, as a rule, until the second operation. The 
patient died within forty-eight hours and at post- 
mortem two conditions, especially, were noted: 
first, the cerebral hemispheres had been greatly 
damaged by being forced into the operative opening; 
second, the tumor, located about three quarters of 
an inch below the cortex, became palpable with the 
finger tips when tension had been released by re- 
moving the brain from the skull. 


The author maintains that surgery of the cerebel- 
lum has been transformed from an unpromising to a 
promising field by using the principle of releasing 
pressure in the entire cerebellar fossa. 

One successful operation for intracerebral hamor- 
rhage is reported and the statement is made that by 
the use of the above principle and an improved 
instrument armamentarium many successful opera- 
tions for intracerebral hemorrhage may be done. 

A very large part of the success of these brain 
operations depends upon a rapid and perfected 
technique. The article is concluded by a close 
description of the author’s own methods and also 
of the instruments, many of which are entirely new. 

FLoyp RILEy. 


Dennis: Bilateral Cerebral Abscess Involving 
the Motor Areas. St. Paul M. J., 1913, xv, 153. 
By Surg., Gynec. & Obst. 


The case reported is that of a young man of 
eighteen, first seen while suffering from a localized 
left-sided pyopneumo-thorax communicating with a 
bronchus. Nineteen days after drainage of this 
condition the patient had an attack of aphasia, 
followed in the next few days by others, to which 
were added general convulsions and transient right 
hemiplegia. Twenty-eight days after the drainage 
operation a general convulsion was followed by 
bilateral hemiplegia, which cleared up on the left side. 

A left osteoplastic flap was raised some days later 
and an abscess beneath the ascending frontal convu- 
lation drained. The following day he could move 
both legs and the right hand. Death ensued in 
three days and autopsy revealed another abscess 
in the corresponding motor region of the right side, 
as well as one in the silent area in the left frontal 
lobe. The cavity of the drained abscess was oblit- 
erated and there was no meningitis. ‘ihe presence 
of a second abscess on the right side had been 
considered probable, but operation was not done 
because of the bad condition of the patient and 
because of the contrary opinion that the left-sided 
paralysis was due to an extension toward the base. 

The following points may be emphasized: 

(1) Cerebral abscess is very frequently second toa 
thoracic focus. 

(2) In about one-half the cases, according to 
Krause, the abscess is solitary. 

(3) The point of lodgment is usually along the 
course of the artery of the fissure of Sylvius. 

(4) It is a striking and unexplained fact that 
emboli originating in the lung tend to lodge in the 
brain, while those from the cavity of the heart do not. 

Paralysis resulting from the causes under consid- 
eration may disappear and recur at least two or 
three times, due undoubtedly to the effect of oedema 
and pressure preceding absolute destruction. Every 
definitely localized brain abscess should be drained. 
The diagnosis of a second abscess must be consider- 
ably less certain than that of the first. In some 
instances even involving the meter area, the deter- 
mination of side of the lesion is impossible, as evi- 


136 INTERNATIONAL ABSTRACT OF SURGERY 


denced by two cases reported and verified by autopsy 
in which the lesion was on the same side as the 
hemiplegia. No explanation for this unusual con- 
dition has been advanced. 


Rodman: Report of Cases Illustrating Certain 
Phases of Cerebro-Spinal Surgery. Penn. M. 
J., £913, XV1,. 432. By Surg., Gynec. & Obst. 


The conclusions as to preparation for, technique 
of, and indications for operations on the brain and 
cord are based upon 15 cases in the author’s experi- 
ence, only 2 of which are reported in detail. 

In the preparation of neurological cases for opera- 
tion, urotropin has been given as a routine measure, 
and avoidance of all infection is attributed to this. 
Overpurgation and morphine are undesirable. 

The most important factor in the prevention of 
shock is hemostasis, and with this in view a tourni- 
quet is employed. MHand-driven instruments are 
thought to be safer than electrically driven osteo- 
tomes, although they are slower. Frequent blood 
pressure readings are taken during the operation, 
and a sudden fall is indicative of approaching col- 
lapse. Should collapse intervene or an extensive 
operation be necessary, a two-step procedure is con- 
sidered advisable. 

One case of enormous extradural hemorrhage with 
hemiplegia, whose occurrence is considered rare by 
Cushing, was followed by complete recovery after 
evacuation of the clot. In this instance an osteo- 
plastic flap proved so satisfactory that the author 
believes it should always be used in exposing clots 
from the middle meningeal artery. Another case 
of inoperable tumor was almost completely relieved 
by a subtemporal decompression, which operation, 
although only palliative, has definite indications, 
undoubted value, and a low mortality, but should 
only be part of an exploration wherever possible. 
All cases, however, in which this operation was done 
were not so fortunate, but the improvement follow- 
ing exploration has been so great that such opera- 
tions seem to offer the greatest chance of temporary 
comfort to the patient. Suboccipital decompres- 
sion should not be done unless there be strong 
evidence of a subtentorial lesion, because of its 
difficulty and greater mortality. 

Surgery of the cord offers the same difficulties as 
that of the brain. The approach is best done by 
simple laminectomy. From Allen’s recent work on 
dogs, decompression of the cord seems feasible to 
the author, while the removal of extradural and 
extramedullary tumors offers no difficulties. 

E. K. ARMSTRONG. 


Sweet and Allen: The Effect of the Removal of 
the Hypophysis in the Dog. Ann. Surg., Phila., 
1913, lvii, 485. By Surg., Gynec. & Obst. 

The authors discuss the results of a series of 
experiments carried on by them during the past year, 
which have to do with the essential character of the 
hypophysis. In twenty-two dogs, seventeen died 
at periods of from two to twenty-three days from 
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intercurrent disease or accident. Five dogs lived 
for months and showed no clinical symptoms 
peculiar to the operation, such as tremor or disturb- 
ance of gait. 

The method of approach was through an incision 
two inches in length, perpendicularly over the 
zygoma. The zygomatic arch was removed, the 
coronoid process of the mandible resected and the 
base of the skull approached in a direct line. The 
skull was trephined and the opening enlarged, the 
dura opened and the brain elevated by a special 
retractor. The hypophysis was removed by a 
special loop forceps, which enabled the operator 
to remove the gland in two pieces, one for the 
anterior and one for the posterior lobe. No drainage 
was used. The Paulesio-Cushing incision 
rejected because of the extensive removal of bone 
which exposed the brain to the action of the masseter 
muscles. An atypical course of a branch of the 
ptergyro-palatine artery caused several failures due 
to haemorrhage. 

They consider that the anatomy of the gland in 
the dog precludes complete histological removal of 
all the cells of the pars intermedia. They think 
that physiological removal, enough to produce 
characteristic changes, can be done, analogous to the 
removal of the pancreas, thyroid and parathyroids. 
Serial sections of blocks of tissue removed post- 
mortem, from optic chiasm to corpora mammilaria 
inclusive, demonstrated that only two dogs showed 
no remaining evidence of pars intermedia or anterior. 
The first change noted was a striking red colora- 
tion of the pancreas, which had the appearance of 
the gland at the height of digestion, but no micro- 
scopical changes were noted. Second, in point of 
time was atrophy of the genital apparatus, especially 
the testicles. Two dogs in which one testicle was 
removed at the time of operation showed marked 
atrophy of the remaining organ, due to complete 
loss of spermatogenetic cells. One dog which lived 
thirteen days showed no clusters of spermatoza in 
Sertoli cells, nor free in lumen. Spermatids of first 
and second order were present in moderate quanti- 
ty. The epididymis was crowded with spermatoza. 
Thirdly, increase in weight; this comes on late and 
it is a question whether it is due to the removal of 
the gland directly or to loss of some function con- 
trolled by the hypophysis. In three dogs autopsied 
after several months the thyroid presented an 
increase in colloid and flattening of the cells of the 
alveoli. 

They conclude that the hypophysis is not essen- 
tial to life and that the three changes above noted 
undoubtedly follow its removal. Changes in 
pancreatic digestion were not studied. They are 
unable to say whether glandular rests or parts of 
the gland left behind can compensate for this 
atrophy of testicle. They agree with Aschner 
except in two particulars; that removal of the gland 
from adult animals is not without effect, and that 
atrophy of the testicles is due to removal of the tuber 
cinereum. The latter they consider purely an 
academic one. Their results cause them to believe 
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that the hypophysis is not essential to life. The 
essential or non-essential nature of the gland is an 
important surgical problem; that the only indica- 
tion for removal is intra-cranial pressure. They 
think that the intra-cranial method of approach is 
preferable to any other; that Frazier’s operation is 
the best anatomically and technically. 
DonaLp Gorpon. 


Meyer: New Formation of Nerve Cells in an Iso- 
lated Part of Nervous Portion of an Hypoph- 
ysis Tumor in a Case of Acromegaly with 
Diabetes; with a Discussion of Hypophysis 
Tumors Found so Far. Am. J. Insan., 1913, \xix, 
653. By Surg., Gynec. & Obst. 


The paper is based on a clinical and post-mortem 
study of a single case. The patient was a woman 
of 52 years, who had had for six years typical 
acromegaly associated with a paranoiac condition. 
During the last year of her life she was known to 
have had a persistent glycosuria. 

At autopsy the only lesion of importance was a 
tumor of the hypophysis. The structure and mode 
of propagation of the tumor is described by means 
of text and figures. At one point some of the 
nervous portion of the hypophysis had been in the 
process of ‘invasion or distention” completely 
isolated so as to form an ‘‘independent island of the 
nervous portion on the glandular tumor.” In 
this island there was a ‘“‘striking monstrosity of both 
glandular cells and cells of the nervous portion.” 
“The glandular elements are larger and have a 
greatly increased number of nuclei.”” There was also 
unquestioned new-formed nerve cells with distinct 
Nissl bodies. 

The author briefly reviews the descriptions in the 
literature of tumors of the hypophysis associated 
with acromegaly, and calls attention to the fact 
that even though the nomenclature differs very 
markedly, the descriptions show some uniformity. 
For the failure of more uniformity in descriptions 
the author suggests an explanation in the first of 
his conclusions, which are as follows: 

1. The changes in the hypophysis in acromegaly 
seem to be more constant than descriptive terms 
in the literature would suggest. The difference of 
opinion may be due in part to a limitation of the 
examination to one or a few portions of the tumor. 

2. The change in this case is identical with that 
described by Harlow Brooks. It shows also the 
mode of propagation of the tumor. 

3. In a sequestrated part of the nervous por- 
tion unmistakable new formation of nerve cells with 
Nissl bodies has occurred, besides other monstrosities. 

BARNEY Brooks. 
NECK 


Sinjuschin: Tumors of the Carotid Gland (Uber 
Geschwiilste der glandula carotica). 
schau, St. Petersb., 1913, Ixxix, 34. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Sinjushin gives a short account of the histogenesis 
of the tumors which, according to Paltauf and 
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Marchand, arise at the bifurcation of the common 
carotid artery from the carotid gland. According 
to the investigations of the zodlogist Kashtchenko, 
the carotid gland develops from the adventitia of the 
internal carotid and appears in the embryo as a 
simple thickening of the adventitia, consisting of 
loose connective tissue with cell nests. The alveolar 
form of the organ develops later. Histologically 
the gland consists of a capsule from which firm con- 
nective tissue septa penetrate into its substance. 
The spaces between the septa are filled with epithe- 
lioid cells with large nuclei and distinct chromatin 
structure, lying close to one another so that there 
is a direct transition from these so-called specific 
cells to the endothelium of the very numerous 
vessels. Of the twenty-five cases published since 
1891, the author has operated successfully only two. 
Fifteen cases were in women, nine in men; seventeen 
times the tumor was on the left side, seven times on 
the right. The patients were between twenty-five 
and thirty years of age. The tumors were in the 
superior carotid triangle, and were as large as a 
goose-egg, tolerably hard, nodular, movable laterally 
but not up and down, and showed pulsation which 
ceased on pressure over the carotid. 

The operation is not without danger, as the tu- 
mors are often firmly attached to the carotid or the 
vagus and frequently demand resection of the nerve 
or artery (in 20 of 25 cases). The tumors must 
be extirpated, for Kaufmann and Dobromys also 
have observed malignant degeneration and recur- 
rence. The tumors can hardly be removed without 
at least temporary ligation of the carotid because 
of the severe hemorrhage. Five good colored 
microphotographs and a bibliography close the 
article. Von REYHER. 


Smoler: 
Unterbindung der Carotis communis). 
Chir., 1913, 1xxxii, 494. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Ligation of the carotid communis has been known 
since the close of the 18th century. Hemiplegia 
and convulsions occupy the central position of 
interest in connection with this procedure. Accord- 
ing to Hartmann, these phenomena are not due to 
infection, nor have changes in the suture material 
brought about any improvement. Anaemia, and 
not embolism, seems to be the main cause of the 
softening. In 1878, Denucé first attained a cure 
without cerebral effects by slow and gradual liga- 
tion. The method suggested by Ceci and Boari, 

i. e., an accompanying ligation of the ven. jugularis 

int., did not avoid serious disturbances in the motor 

and sensory functions. The most practicable 
method of avoiding sudden anemia is the gradual 
interruption of the blood stream. The technique 

for this procedure was worked out by Jordan in 1907, 

who has designated it as a “loose and temporary 

ligature of the carotid occupying some forty-eight 
hours, accompanied by local anesthesia, which is 
required for the recognition of cerebral effects.” 


Ligation of the Common Carotid (Zur 
Beitr. z. klin. 
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The following are absolute indications: Hamor- 
rhages which may be fatal, relatively definite 
cerebral diseases, such as epilepsy marked by 
increased brain pressure, neuralgia, hydrocephalus, 
and inoperable tumors. A review of ten cases proves 
the superiority of slow constriction (Drosselung) 
over direct and rapid ligation. Two cases which 
were not slowly ligated died of serious cerebral 
maladies, while the cases which were slowly ligated 
remained free. 

Slow ligation was accomplished with rubber 
drains whose ends, outside of the wound, were 
gradually turned on a rod. However, slow ligation 
with rubber tubing is not practicable, because of the 
uncertainty attaching to the degree of twisting. 

Ligation of the externa, before resection of the 
upper jaw, which has been recommended, was found 
in one case to be insufficient. SCHLENDER. 


Hagen-Torn: The Influence of Insufficiency and 
Atrophy of the Thyroid Gland on Diseases of 
the Joints (Uber den Einfluss der Insufficienz und 
Atrophie der Schilddriise auf Erkrankungen der Ge- 
lenke). Chir. Arch. Veliaminova, 1913, xxix, 55. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author discusses diseases of the joints which 
occur in connection with atrophy of the thyroid 
gland. From a study of ten cases, he concludes that 
in the physical examination of every rheumatic pa- 
tient, attention should be given to the thyroid gland, 
especially in those cases where the gland is not 
enlarged. Careful observation should be made for 
the detection of subjective or objective symptoms of 
hypo- and hyperthyroidism. Cases of thyroid 
atrophy are frequently associated with joint disease. 
Administration of thyroid preparations improves the 
general condition and brings about a disappearance 
of the symptoms of hyperthyroidism. At the same 
time the pathological processes in the joints subside, 
even in cases with marked anatomical changes. 

Complete recovery is possible as soon as normal 
thyroid function has been restored. The treatment 
must extend over a considerable period, as a pre- 
mature cessation of treatment leads to recurrences 
of the joint symptoms. In obstinate cases, such as 
chronic articular rheumatism and arthritis defor- 
mans in which there is only temporary improvement 
under thyroidin administration, transplantation of 
thyroid tissue is indicated, after the method of 
Christiani. HEssE. 


Kutschera: Against the Water Etiology of Goiter 
and Cretinism (Gegen die Wasseritiologie des Krop- 
fes und des Kretinismus). Muinchen. med. Wchnschr., 
1913, Ix, 393. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
On the basis of long years of study, in the Steir- 
mark and the Tyrol, the author opposes the old and 

seemingly well established idea that water plays a 

part in the etiology of goiter and cretinism. He has 

widened the usual conception of cretinism to in- 
clude all those bodily and mental developmental 
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disturbances occurring in the endemic regions and 
produced by the “‘cretinogenous” injury, regarding 
all of these as evidences of cretinous degeneration. 
These pictures vary from the normal to the severest 
conditions of hypothyreosis, idiocy and deaf- 
mutinism. Goiter belongs to it, and there is no 
cretinism outside the goiter districts. The most 
constant injury produced in common by the endemic 
noxa is not the goiter, but injury to the nervous 
system. The agent has a strumous action, when it 
affects an adult, more resistant body, and a cretinous 
action on a child in its earliest years. 

The author assumes, on the basis of his experiences, 
that the water theory of goiter is not tenable, be- 
cause (1) the impression that goiter and cretinism is 
bound to certain districts has been shown to be 
erroneous; it was thought that the disease was so 
exquisitely chronic that its variations were developed 
only in decades and centuries; (2) goiter and cretin- 
ism are not evenly distributed among the inhabi- 
tants of the endemic districts, as would be demanded 
by the water theory, and the disease is not confined 
to the community, but to certain houses or dwellings, 
i.e., it is a house disease, like tuberculosis. Hence 
cretinism is a pronounced family affliction. It is 
not, however, hereditary, as the children of cretinous 
mothers may develop normally, provided they are 
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Thomas: A Study of Empyema, with Special 
Reference to the Feasibility and Importance 
of Dependent Drainage. Am. J. M. Sc., 1913, 
cxlv, 555. By Surg., Gynec. & Obst. 


Thomas reports in detail nine cases of empyema. 
From a study of these cases and a formalin-hardened 
cadaver specimen of an empyema undisturbed by an 
opening during life, he draws a few inferences which 
are at variance with the generally accepted view. 
We have not appreciated the extent and nature of 
adhesion formation developing in connection with 
empyemas, especially the acute variety. The mas- 
sive parietal type extends usually to the bottom of 
the normal pleural cavity, and is not unencysted or 
general, but completely walled off above from the 
rest of the pleural cavity by adhesions. This ex- 
plains the slight mobility of the dullness on percus- 
sion, as well as the fact that the upper level of the 
dullness is not ina straight line as it should be if the 
fluid was unencysted and free to seek its own level. 
Skoda’s resonance may not be due to relaxation of 
the lung above the pus, but to the fact that the 
functionating portion of the lung is doing compen- 
satory work. 

Adhesions between the lung and chest wall will 
not offer serious obstacle to re-expansion of the lung 
because they develop between parts normally in 
contact. That double empyema can be safely 
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removed to a neighboring house free from goiter 
and cretinism. These and many older observations 
speak in favor of the view that the disease is trans- 
mitted by contact. 

The author regards the results of his investiga- 
tions on the formerly cretinous Tostenhuben at 
Vadans, his investigations in Tyrol and the experi- 
ences of other observers as convincing. The more ex- 
act investigations of goiter sources have shown that 
goiter endemics, especially the acute ones, were never 
related to the water supply but to the community of 
dwellings. (Examples noted by theauthor: young dogs 
supposed to be infected by a goitrous servant girl; and 
the well-known endemics in fish ponds.) The posi- 
tive animal experiments may be explained easily by 
supposing that the animals in the endemic regions 
were infected by contact. A parallel to the author’s 
view as to the etiology of goiter and cretinism is 
found in the Chagas disease, which is produced by 
the bite of an insect, which transmits a variety of 
trypanosome. From all his observations and re- 
flections, the author is convinced that goiter and 
cretinism is a disease confined to the community of 
dwellings and transmitted by contact, possibly 
through some intermediary host; and it is not con- 
fined to the drinking water supply. 

LOBENHOFFER. 


THE CHEST 


opened on both sides at the same operation is to be 
explained by the fact that the air admitted does not 
produce total double pneumothorax, since it enters 
on each side only the firmly walled-off empyema 
cavity. Total collapse of the lung is prevented by 
the firm adhesions which protected the lung against 
the pus pressure before drainage. There is no 
sudden or dangerous change of pressure on the 
thoracic organs from the usual sudden evacuation of 
pus, but a general substitution of pus by air, which 
has a pressure of fifteen pounds to the square inch. 

The so-called encysted or localized empyemas are 
small, probably because they develop in the fissures 
of the lung or between the lung and diaphragm, and 
therefore because of the difficulty with which the 
pus is diffused in these situations. 

The most important factor in preventing the 
obliteration of the empyemic cavity and closure of 
the sinus is the pressure of the air admitted through 
the drainage opening into the empyemic portion of 
the pleural cavity, where it neutralizes the expand- 
ing effect of the ari coming through the trachea. 
Murphy overcomes this completely by aspirating 
the pus and injecting a formalin-glycerin solution. 
The drainage methods still prevail. The ideal 


drainage method is that based upon the suction or 
siphon principle. The chief objection is that devices 
for applying it generally leak air around the tube. 
It is not yet determined how rapidly an empyemic 
cavity, an abscess, may be permitted to close. 
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The size of the drainage opening has an important 
bearing upon the later expansion of the lung. The 
lung probably can not expand until the entrance of 
air through the drainage opening is so diminished 
by contraction of the opening and blockage of the 
space in and around the tube by the escape of pus, 
that with absorption of the air already in the cavity 
there is developed a negative tension external to the 
lung to permit the normal internal pressure coming 
through the trachea to become greater than the 
external pressure. For this reason we cannot safely 
employ in empyemas the large drainage opening as 
in ordinary abscesses. The effect of the large 
opening in empyemas is shown after the Estlander 
operation by the permanent non-expansion of a 
considerable portion of the affected lung. An 
opening through the eleventh rib or interspace of a 
given size will drain more perfectly than one at the 
usual level, and will better prevent the entrance of 
air, since the pus will be constantly escaping and 
tending to fill the space in and around the tube. 
There will be little danger of the drainage tube 
falling into the empyemic cavity, since it must 
travel against gravity to do so, and if this accident 
happens the tube could probably be reached with a 
forceps. In some cases the much-thickened pleura 
is the result probably of organization of layers of 
fibrin deposited in the acute stage. 

Of five massive empyemas treated with dependent 
drainage it may be said that the time necessary for 
a cure was less in all than the average determined by 
Schadler (1414 weeks) or the average in Fealey’s 
cases (99 days), and therefore there were no per- 
sistent sinuses. In the nine cases there were no 


deaths. This method deserves further trial and 
study. L. G. Dwan. 
Lawrow: The Surgical Treatment of Pleural 


Empyema with Especial Reference to After- 
Treatment by Aspiration (Die chirurgische Be- 
handlung des Pleuraempyems unter besonderer Be- 
riicksichtigung der Nachbehandlung mit Aspiration). 
Beitr. 2. hlin. Chir., 1913, Ixxxiii, 67. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Aspiration after laparotomy with resection of the 
ribs corresponds to the physiological healing by 
lung expansion. In thirty-three cases, the author 
used the apparatus which was demonstrated by 
Nordmann in 1907 at the 36th Congress of the 
Deutsche Gesellschaft fiir Chirurgie and a descrip- 
tion of which he gives. The author mentions a 
slight modification of his own in this apparatus, 
which consists in the attachment of a 4~5 cm. wide 
strip of rubber to that surface of the rubber plate 
which is turned toward the patient in such a way 
that it may be inflated. This avoids pressure and 
decubitus from the glass receiver. The apparatus is 
attached by means of gum arabic; if there is a 
pneumatic ring present, attachment should be 
made only to this. The drains which are introduced 
into the wound should be fastened to the edge of the 
rubber plate. After connecting the rubber aspirator, 
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negative pressure is begun. The apparatus may be 
allowed to remain for ten or twelve days, during 
which time the patient may leave his bed. Accord- 
ing to the amount of secretion, bandages should be 
changed anywhere from daily to every fourth day. 
The defects of this apparatus are pressure by the 
receiver, the direct attachment of the rubber to the 
skin, and the facility with which the projection may 
be broken off from the receiver. 

At first only slight negative pressure, 5-6 mm. hg. 
should be employed, and this should be gradually 
increased to a maximum of 120-150 mm. hg. With 
fresh empyema a maximum of 50-80 mm. hg. should 
not be exceeded. No pain should be produced. 
Medium negative pressure has apparently no 
influence on the heart action; respiration, however, 
usually becomes deeper and the capacity of the 
lung seems to be decidedly greater than under 
normal atmospheric pressure. HorrMann. 


Majewski: Surgical Treatment of Pulmonary 
Emphysema (Lescenie chirurgiczne rozedmy 
pluc). Przegl. chir. ginek., 1913, vili, 100. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After a detailed discussion of the methods for 
preliminary examination of the lungs and thorax, 
the author recites the clinical histories of six cases. 
The conclusions are as follows: It is doubtful 
whether the changes in the costal cartilages in 
patients with fixed enlarged emphymatous chest 
are primary. It is more likely that they are second- 
ary, presenile, and dependent on changes in the lungs 
themselves. 

The indications for Freund’s operation must be 
made to include suitable cases of primary emphy- 
sema. The operation must include the 2d to the 
5th ribs and be bilateral, being done by the two-step 
method, as otherwise a relapse may occur, and a 
unilateral extra-pleural emphysema with pressure 
symptoms take place. The operation is to simulate 
the building of a false joint; therefore 2 to 4 cm. of 
the cartilage must be removed and the muscle flaps 
transplanted between the ends. In most cases, the 
results are satisfactory. Besides the gratifying 
subjective improvement, objective improvement can 
be obtained by respiratory exercises for which the 
higher altitudes are favorable. WERTHEIM. 


HEART AND VASCULAR SYSTEM 


DeVerteuil: Two Cases of Penetrating Wound 
of the Heart Treated by Operation. Brit. M. 

J., 1913, i, 764. By Surg., Gynec. & Obst, 
The author reports two cases of penetrating 
wound of the heart observed and operated on by 
him within three months. The first case was a 
negro boy, aged 14, who was accidentally stabbed 
with an ice-pick. He was operated on within three 
hours after the accident. A penetrating wound of 
the left ventricle was found. The wound was closed 
with five interrupted silk sutures after the first 
stitches introduced had cut loose, due to being tied 
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too tightly. He had a somewhat stormy convales- 
cence in which, on the eleventh day, after a hearty 
meal, he evidently had emboli in the right radial and 
renal arteries, noted clinically by the absence of the 
pulse and numbness of the right hand. The urine 
was markedly albuminous but no red corpuscles were 
present. Recovery was practically complete. 

The second case was a colored boy, aged 15. He 
was operated on five days after injury. The muscle 
of the heart was so flabby that it was impossible to 
draw the heart far enough out of the chest cavity to 
locate the wound. The patient died before the 
operation was completed. At post-mortem, a 
punctured horizontal valvular wound of the right 
ventricle one half inch long and about half-way 
between the apex and the base of the heart was found 
penetrating into the ventricular cavity. 

The author concludes as follows: 

1. A great many cases of penetrating wounds of 
the heart might easily escape recognition if too much 
reliance is placed on the failure of the probe to enter 
the thoracic cavity; but when it is borne in mind that 
a stab wound in that position usually has to traverse 
several lavers of muscles, the fibers of which run in 
various directions, it can easily be conceived how 
difficult it would be to detect the opening into the 
chest by means of a probe. All such wounds which 
give rise to symptoms .of shock and collapse (even 
in the absence of other signs) should be immediately 
enlarged and the thoracic walls sufficiently exposed 
for a thorough examination. A wound of entry, if 
found, would necessitate an immediate operation. 

2. Inone hundred and twenty-four cases of suture 
of the heart after injury, the proportion of recoveries 
is 40 per cent; there seems little doubt that the 
proper treatment for all such cases rests with the 
surgeon and not with the physician. 

3. Iodized or chromic catgut may be used with 
safety, but the author prefers thin silk applied not 
too tightly. 

4. Complete exposure of the pericardium and 
heart can easily be obtained by removing the fourth 
and fifth costal cartilages, thus leaving the sixth rib 
in position as a support to the heart when the 
patient is in the erect position. 

5. There are two distinct advantages in opening 
the pleural cavity: first, owing to the collapse of the 
lung in the upper part of the thorax, the pericardium 
and heart are more completely exposed, and the 
operation thereby much facilitated; secondly, it 
permits of a thorough examination and cleansing of 
the pleural cavity from all blood clots, which one can 
never exclude with certainty, the pleura being in 
most cases wounded at the same time as the peri- 
cardium. 

6. In addition to the usual treatment for hwemor- 
rhage, an ice bag kept over the heart continuously 
and hypodermics of morphine are extremely useful 
adjuncts for allaying the distress and pain. Com- 
plete rest in bed for at least three weeks after the 
injury must be enforced for fear of embolism. 

7. The ordinary straight forward incision gives 


ample room, which can be further increased if neces- 
sary by making transverse incisions at right angles 
to it. M. S. HENDERSON. 


PHARYNX AND C&SOPHAGUS 


Morison: Congenital Stricture of Lower End of 
the sophagus; Case Treated by Gastrosto- 
my, Followed by Dilatation of the Stricture 
Through the Qsophagoscope. Lancet, Lond., 
1913, CIXxxiv, 1021. By Surg., Gynec. & Obst. 

The article describes the case of a boy, aged 3 
years, first seen in August, 1911. Since he was 
three months old there had been difficulty in swal- 
lowing. During the last three months he had 
become much worse, vomiting” almost immediate- 
ly after everything he took. His weight was 20 lbs. 
An X-ray photograph (with bismuth porridge) 
showed a stricture of the oesophagus at the upper 
border of the tenth dorsal vertebra. On September 
2nd gastrostomy was done by Morison; the stomach 
was not atrophied and a No. 10 English catheter was 
inserted through the pylorus into the duodenum; 
on October 7th an ineffectual attempt was made to 
pass a ureter catheter through the stricture from 
below by means of a cystoscope through the gas- 
trostomy opening. Attempts at bougie treatment 
under an anesthetic and the swallowing of thread 
from above failed. The child steadily and rapidly 
improved, and on October 31, 1911, returned home 
weighing 29 pounds. In November, 1912, he was 
readmitted for further treatment of the stricture. 
The gastrostomy opening was still his sole resource 
for feeding, as he ‘‘ vomited” everything he took by 
the mouth as before. On November 14, 1912, under 
chloroform anesthesia the csophagoscope was 
passed, and a stricture was seen at a distance of 
26 cm. from the incisor teeth. A fine, stiff, whale- 
bone bougie of the calibre of a ureter catheter was 
passed down through the cesophagoscope into the 
depression, and after a little coaxing it entered the 
stomach. After this, in the same way, a No. 6 
graduated gum-elastic bougie was passed into the 
stomach and then a No. 8 and it was left in situ for 
four hours. From this date the chiid swallowed 
liquids well, only “ vomiting” occasionally. 

On January 7, 1913, the wsophagoscope was again 
introduced and the strictured portion appeared to 
be large enough to admit the tip of a little finger. 
The report of January roth stated that he was then 
able to eat solid food and never “ vomited.”” He had 
had nothing by the gastrostomy wound Jor a 
month. During March the child continued to 
improve, and the mother was able to pass a No. 12 
bougie without trouble. Donatv C. BALrour. 


Bassler: Early Diagnosis of Cancer of the (Esoph- 
agus; A New Technique of X-Ray Examina- 
tion. J. Am. M. Ass., 1913, Ix, 1283. 

By Surg., Gynec. & Obst. 


The principle of this method is to plug the lower 
end of the @sophagus so that a bismuth mixture is 
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retained long enough for a picture to be taken. 
Bassler’s apparatus is as follows: To one end of a 
four foot length of 4 mm. rubber tubing is attached 
a rubber bag covered with silk and having a brass 
tip at its lower end to give it weight. At the upper 
end of the tube is a cock. A surgical syringe of 2 oz. 
capacity containing water is used to distend this 
bag, which is then fusiform in shape and about 10 
cm. in circumference. The tube is passed like a 
stomach tube until the bag is just within the 
stomach, when it is filled with water by means of 
the syringe, the cock is closed, and the tube pulled 
up so that the bag is tightly drawn into the cardiac 
orifice of the stomach. The patient then exhales 
completely, raising the dome of the diaphragm to a 
high level, and the tube is held tightly at this point 
and fastened about the forehead or around the neck 
of the patient. A weight of from one-half to one 
pound may be employed to hold the bag tightly 
against the cardia. A string inside the tube guards 
against its breaking but still permits the first 40 cm. 
to stretch 2 inches to allow for the excursion of the 
diaphragm. Then a mixture of bismuth, acacia 
and water is run into the gullet through a catheter 
until the mixture appears in the mouth. 

With the patient standing, radiographs are then 
taken in the lateral dorsal position, with the left 
side of the back to the plate.* After the plates are 
taken the tube is released and the bismuth flows 
into the stomach. The cock is then opened, and 
the water flows out of the bag. Plates of the 
stomach may then be made. When stenosis is pre- 
sent it is not practicable and unnecessary for diag- 
nosis. W. H. Bunuie. 
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Von Fink: Plastic Repair of the Csophagus 
(Uber plastischen Ersatz der Speiseréhre). Zentralbl. 
f. Chir., 1913, xl, 545. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author used the body of the stomach, the 
pylorus, and the horizontal segment of the duodenum 
to replace the oesophagus of a female patient, forty- 
seven years old, suffering from carcinoma of the 
gullet. The procedure was as follows: A median 
incision was made from the umbilicus to the xyphoid 
cartilage. The stomach was liberated on its greater 
and lesser curvature by sectional ligation of the 
lesser and gastro-colic omentum from the edge of the 
carcinoma to the vertical part of the duodenum. 
The duodenum was severed at the junction of the 
horizontal with the vertical branch; the latter was 
closed. The ninth rib was resected between the 
parasternal and mammary line and the parietal 
peritoneum was opened. The stomach was then 
brought through this opening and drawn up anterior 
to the thoracic wall, subcutaneously. The cardiac 
end of the stomach was fixed to peritoneum at the 
resection aperture. A posterior gastro-enterostomy 
was then performed. A thoracic skin tube was 
made and sutured to the free opening in the duode- 
num. 

In the second stage of the operation, the cesopha- 
gus is resected in the lower portion of the neck and 
the upper end fastened to the upper end of the ante- 
thoracic skin tube. This latter part of the operation 
could not be carried out, as the patient died of per- 
foration of the carcinoma. The author believes 
that his method can be carried out easily and offers 

great advantages. Jurasz. 
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ABDOMINAL WALL AND PERITONEUM 


Grant: Ligneous Phlegmon of the Abdominal 
Wall. J. Am. M. Ass., 1913, Ix, 1039. 
By Surg., Gynec. & Obst. 


Grant says it is probable that this disease has been 
observed under some name or form more frequently 
than has been reported. It is not known that 
ligneous phlegmon, though observed most frequent- 
ly in the neck, may occur in any part of the body. 
During the last five years substantial additions have 
been made to the literature of the subject in case 
reports and contributions. 

The only pathognomonic sign is extreme hardness, 
diffuse or nodular; the skin is not early involved; 
pain, tenderness, and fever are usually slight. The 
diagnosis is extremely difficult even when such a 
condition is suspected. The greatest difficulty is 
differentiation from malignancy. Leukocytosis 
favors phlegmon. Slow absorption or suppuration 
may take place. Histologically, inflammatory new 
growth with polynuclears and plasma cells is 
seen. Bacteriologically, small Gram negative cocci 


(staphlococci) are found, though Duse says many 
varieties of bacteria have been reported; Klebs- 
Loeffler, pseudodiphtheria, streptococci, bacillus 
proteus, staphlococci, white and yellow —all of 
attenuated virulence. 

Grant reports two cases, both of the abdominal 
wall. He concludes that the disease occurs general- 
ly after middle life with impaired resistance. The 
immediate exciting cause is a slow infective process 
with or without trauma. It is a slow degenerative 
inflammation affecting connective tissue, fascia and 
muscles, and finally the skin. The usually slow 
development, interrupted and protracted course, 
and final resolution, are characteristic. The dura- 
tion is indefinite, but is usually from several months 
to two or more years. L. G. Dwan. 


Hoevel: Operative Treatment of Tuberculosis 
of the Peritoneum (Operative Behandlung der 
Bauchfelltuberkulose). Zentralbl. f. Chir., 1913, x\, 
406. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports forty-one cases of tuberculosis 
of the peritoneum which were treated surgically 
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during the years 1896-1912, at the Mareinkranken- 
haus of Hamburg. In each case simple laparotomy 
was performed, using an incision from umbilicus to 
symphisis, and draining off ascites if present. No 
further procedure was carried out in the abdominal 
cavity. In almost every case the wound was 
promptly closed, in one with silver wire. Sixteen of 
thirty-three cases operated before 1910 have died; 
of the remaining seventeen cases (which makes 
fifty per cent permanent cures), twelve were re- 
examined and had remained cured. In this series 
of thirty-three cases, twenty-three had ascites and 
tennone. The author believes that the combination 
of peritoneal tuberculosis and ulcerative tuber- 
culosis of the intestine offers an especially poor 
prognosis when treated surgically. BRANDES. 


Bagozzi: Subphrenic Abscess (Empeima subfrenico). 
Clin. chir., 1913, XXi, 1. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This comprehensive monograph gives a historical 
review with about 250 references. Portrayal of 
the anatomy of importance in the spread of inflam- 
matory processes from the abdomen to the pleural 
space are the large openings, further slits in the 
muscle fibres, in which the pleura and peritoneum 
approach each other as far as the subserosa; per- 
forating lymph vessels (Kiittner, Sapey), finally the 
bursa pleuralis retrocardiaca (Broman, Favora) 
which develops in the embryo from the bursa omen- 
talis and may be preserved as a small outpouching 
ventrally and to the right of the oesophagus. Exact 
topography of the organs and recesses bordering on 
the diaphragm. After consideration of the patho- 
logic significance, the following division is made: 
(A) cavum superius dextrum between the right lobe 
of the liver and the diaphragm; 36 per cent of the 
abscesses come from the liver, bile tracts, and 
appendix. The falciform ligament separates this 
space from (B) cavum superius sinistrum. This 
falls into two parts: 1. Cavum medium, correspond- 
ing to the left lobe of the liver and the stomach. 
Twenty-six per cent perforations of the stomach and 
liver. 2. Cavum laterale, bounded by the stomach, 
colon, and spleen, 8 per cent. (C) Cavum inferius 
subhepaticum: bile tracts 5 per cent. (D) Cavum 
postrius retrogastricum: Pancreas 4 per cent. 

Outside of these intraperitoneal suppurations 
(exception D), we find retroperitoneal abscesses, 
24 per cent. They force their way through the 
cellular tissue between peritoneum and diaphragm, 
especially at the parietocolic angle. Appendicitis, 
colitis. Perenephritis more frequently on the right. 
Course: resorption rarely. Involvement of the 
pleura frequently: (a) as regional ‘‘sympathetic”’ 
inflammatory processes in 50 per cent, then as an 
extension of the suppuration or perforation in 25 
per cent, more often in the retroperitoneal forms. 
Then there results a free pleural empyema, an epi- 
phrenic abscess. Lung abscess, perforation into a 
bronchus, 16 per cent. On the left, correspondingly, 
pericarditis, mediastinitis. 
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Detailed description of the clinical symptoms: 
Of importance in the R6éntgen-ray examination are: 
disappearance of the recessus costodiaphragmatici, 
immobility of the diaphragm, high-standing dia- 
phragm, often above the dark shadow a spherical 
shadow of unequal density, corresponding to a 
superimposed air bubble, bounded above by the 
diaphragm and movable with change of position. 

Consideration of the individual forms of the 
disease with fourteen personal case histories. Four 
operative routes are considered: 1. Laparotomy 
with an epigastric abscess. Suture of a gastro- 
intestinal perforation not to be recommende‘l. 
2. Rib resection without injury to the pleura 
(Lannelongue, Auvray, Marwedel, etc.). 3. Trans- 
pleural route. 4. Lumbar incision. The author’s 
material comprises three gastric, two duodenal, 
three hepato-biliary, six appendicular abscesses. 
Nine cases were curved; spontaneous perforation 
into the bladder and bronchus, each one; five after 
transpleural operation, laparotomy, lumbar incision, 
each one. Hotz. 


Ehler: Herniology of Inguinal Hernia (Prispevky 
ku herniologii kyly triselné). Cas. éesk. lék., Prague, 
1913, lii, No. 1. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives the results of operations for 
inguinal hernia gathered in the last eight years. 
In spite of the most searching observations of anato- 
mical characteristics which were made for the recog- 
nition of congenital hernial sacs, the question of a 
differentiation between a congenital and an acquired 
sac is not always possible. In addition to the 
points given by various authors in the literature 
there is one which was not pointed out before, 
namely that the congenital hernial sac arises on a 
level with the tunica vaginalis propria as an original 
continuation of it, while in the acquired hernial sac 
it may lie on the opposite side. 

In a few of his own observations he could deter- 
mine this symptom in young narrow sacs with cer- 
tainty. He discusses the various forms of divertic- 
ule and recesses of the hernial sac, which he classi- 
fies into five groups, namely: simple dilatation, 
flat recesses in the hernial sac wall, pouches along- 
side the hernial sac cavity, divided, and finally 
double sacs. In his second article he takes up 
chronically inflamed swellings of the abdominal wall, 
following operations for hernia. Cases are cited. 
In a man 46 years old, two years after a radical 
operation for a right-sided crural omental hernia 
which could not be reduced and a left-sided inguinal 
hernia, there was observed cloudy urine and diffi- 
culty at stool. There developed at the insertion 
of the right rectus muscle on the symphysis a tumor 
the size of an egg, hard and nodular, which seemed 
to grow from the bladder. The scars of the opera- 
tion for the hernia showed no changes. The diag- 


nosis lay between a carcinoma of the bladder or a 
connective tissue tumor in its vicinity, or possibly 
At the operation which 


an inflammatory swelling. 
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was undertaken it was seen, after opening the peri- 
toneum, that the tumor was made up of the omen- 
tum and the posterior surface of the crural hernial 
scar. It extended into the bladder as a tumor with 
concentric tags and consisted of a chronically in- 
flamed connective tissue new formation. It arose 
at the site of an infected silk ligature. There was 
also a fistulous tract toward the bladder. The 
inability of suturing the peritoneum because of the 
resection of about a fourth of the bladder necessi- 
tated a plastic operation with the omentum. The 
pressure of the tumor against the bladder and the 
opening of the fistula into the same explained the 
symptoms of the bladder. The severe pains and 
difficulty in defectation were probably due to the 
extensive adhesions of the omentum in the vicinity 
of the flexure. The second case was remarkable 
because of the size of the tumor formation. In a 
man 42 years old, who shortly before his admission 
into the clinic at Prague had been operated on for left- 
sided inguinal hernia, there developed, at the site of 
a fistula which was still present, a tumor in the 
abdominal wall the size of a loaf of bread 23 cm. in 
diameter which seemed to extend into the ab- 
dominal cavity. It was of a hard consistency with 
nodular border. There was an occasional rise of 
temperature. Finally the tumor ruptured and with 
the contents there came out several silk ligatures, 
which had been inserted during the operation. The 
tumor disappeared gradually. 

Two other cases of inflammatory tumors follow- 
ing formation of fistul# after radical operation are 
cited. The author advises a radical operation in this 
type of tumor; either extirpation or extensive 
incisions. Although a positive differential diagnosis 
of the chronically inflamed new formation cannot 
be made from fibro-sarcoma. it still presents a def- 
inite type. If it appears after hernia operations in 
the scar or its vicinity as an almost symptomless, 
growing tumor which does not seem to affect the 
neighboring organs. the conclusion of an inflamma- 
tory tumor resulting from an infected ligature can 
be drawn. 

In the third paper he deals with traumatic inguinal 
hernia. ‘The author describes three cases of inguinal 
hernia with congenital hernial sac which were made 
manifest through trauma. 

From these observations it can be seen that a 
traumatic hernia can result from a single trauma 
through an accident. In judging the manner of 
production of the traumatic hernia the question is, 
is it possible for the peritoneum in the vicinity of the 
interna] ring to become so Joosened through an 
injury or through the force of a single action of the 
abdominal pressure that a sac can be formed in the 
inguinal canal? The older authors regard it as a 
physiological impossibility because of the anatomical 
connection of the peritoneum. Ehler, however, 
considers it proven by finding definite hernial sacs 
up to z¢m. in Jength, in operations on hernia result- 
ing from a single direct or indirect trauma. They 
present tears of the vessels and extravasation of 
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blood under the serosa which plainly show that the 
peritoneum was loosened from its fixation. 

In the majority of cases of traumatic hernia 
we must take for granted a definite predisposi- 
tion; either a preformed hernial sac, or a patent 
vaginal process, through which a possibility of the 
bulging of the peritoneum is supported. 

The diagnosis of a traumatic hernia cannot be 
definitely made without operation. 

In the last article he deals with myoplasty in 
radical operations for inguinal hernia and gives a 
new method of operation. The radical operation 
for inguinal hernia by Bassini must be regarded as 
one cf the first and simplest myoplastic operations, 
because it forms a double closure of the posterior 
wall of the inguinal canal out of the musculature of 
the abdominal wall. In large inguinal hernie the 
method of Bassini fails because it is impossible to 
suture the abdominal opening sufficiently. The 
choice of the muscle layer in myoplasty of inguinal 
hernia is seen to be very important when one re- 
members how the inguinal region comports itself 
after the muscle layer, which has been fastened, 
begins to contract. 

Bearing in mind that the inguinal and crural 
openings are superimposed one on the other and are 
separated only by Poupart’s ligament we must take 
it for granted that the contraction upward and 
inward of a muscle which has been attached to this 
ligament will necessarily produce a widening of the 
crural opening, and thereby lead to the formation of 
the crural hernia. This observation Polya actually 
made after using the rectus muscle. The best meth- 
od is the use of the internal oblique and the trans- 
versalis as the author has described. The muscle 
wall is bluntly separated in the course of its 
fibres. The muscle flap is turned downward and 
inward and is stretched and fastened to the pubic 
tubercle and sewed to Poupart’s ligament. The 
external aponeurosis is fastened over the flap as a 
fascia. The object of a radical operation is arrived 
at because the closure of the opening is made with 
the living muscle which can contract and at the 
time of the stretching can make the opening smaller. 
It is, in fact, the ideal closure. PieTRZIKOWSKI. 


Judd: A Single Transverse Incision for Use in 
Double Inguinal Herniotomies. Old Dominion 
193, 183: By Surg., Gynec. & Obst. 

The object in presenting this paper is to call 
attention to the use of the transverse incision in- 
stead of two oblique incisions in cases of double 
inguinal hernia. 

The incision is made from 8 to 12 cm. in length, 
or longer in fleshy patients, from a point midway 
between the internal and external abdominal rings 
of one side to a similar point on the opposite side, 
thus connecting the two inguinal canals. The 
incision passes directly through the subcutaneous 
fat and exposes the aponeurosis of the external 
oblique muscle. The fat around each external 
ring is dissected away for a short distance and 
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Fig. 1. (Judd.) Skin and superficial tissue reflected exposing the fascia of the 
external oblique and showing external rings and cords. The incision through the 
external oblique fascia is made one-half inch to the inner side of the inguinal canal in 
order to make a flap for overlapping. 
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Vig. 2. (Judd.) Fascia of external oblique has been reflected; cord and sac are 
lifted up preparatory to dissecting the sac from the cord. 
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Fig. 3. (Judd.) 


Operation complete on one side. 


Maternal, oblique 


Transversalis 


Aponeurosis of the external 


oblique, on inner sides of the incisions, is included in the stitches through the rectus, 
conjoined tendon and internal oblique, and is pulled down to Poupart’s ligament. 
Flap of fascia carried over cord lies between the two layers of external oblique fascia. 


then, by properly retracting the skin and _ sub- 
cutaneous tissues of either end of the inci- 
sion, the entire inguinal canal of that side will be 
exposed. The hernia on this side is repaired and 
then the same retraction is made on the opposite 
side for the repair of the second hernia. After the 
operation on the herni# has been completed the 
superficial tissues are loosely sutured with catgut 
and the skin closed either by a subcutaneous catgut 
suture or a through-and-through horsehair stitch. 
With this incision the exposure of either inguinal 
canal is fully as satisfactory as that obtained when 
an oblique incision is made directly over the inguinal 
canal on each side. The entire length of the trans- 
verse incision is often not more than that of the 
oblique incision, as it isordinarily made for the repair 
of a single inguinal hernia. The bleeding is very 
slight; as a rule, only the small branches of the 
superficial epigastric vessels come into consideration. 
One of the principal advantages of this method is 
seen in those patients who have worn a truss which 
has compressed and hardened the region or possibly 
has blistered and broken the skin. The injured 
areas, in such cases, are low and beneath the in- 
guinal canals and are not encountered when the 
transverse incision is used. The location of inguinal 
hernia is such as to make it difficult to prepare 
them for operation and it sometimes happens, after 
operations, that the lower end of the incision, either 
through infection or through an accumulation of 
serum at this point, does not heal well. This com- 


plication is more frequently seen when two oblique 
incisions have been used for the repair of double 
herniae and is probably due to a greater interference 
to the circulation and to more extensive traumatism 
of the tissues in the double hernia. The transverse 
incision heals well and entirely obviates this possi- 
bility. This method may be applied to any case 
where it is desired to expose both cords or testicles. 
It will be found very useful in cases of double hydro- 
cele and, as has been described by Peterson, is a use- 
ful incision in the Alexander operation for shortening 
the round ligaments. 


Barker: The Treatment of Large Herniz. Lancet, 
Lond., 1913, clxxxiv, to11. By Surg., Gynec. & ‘Obst. 


The author says it is not the actual size of the 
tumor that is the obstacle, but it is the fact that 
these voluminous herniz are not going to be taken 
away, but have to be returned into the cavity of the 
abdomen. If a very large hernia containing much 
omentum and other fat be returned into the perito- 
neum the pressure within is considerably increased, 
and sometimes with very injurious effects. Perhaps 
the worst of these is interference with the move- 
ments of the diaphragm. A patient affected by the 
conditions just alluded to should be put to bed for 
some weeks on a strict regimen to reduce the amount 
of fat and fluids in the tissues, and daily attempts 
should be made to return and retain the hernia 
within the abdomen. If the mass can be reduced 
and cause no embarrassment to respiration, one 
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element of danger iseliminated. The restricted diet, 
and, before all, the denial of fluids, may be reinforced 
by purgatives regularly to unload the bowels and 
further reduce the volume of the abdominal con- 
tents. Acute bronchitis, marked albuminuria, or 
much sugar in the urine contra-indicates immediate 
operation, except in cases of urgency. The author 
does not believe, apart from the conditions referred 
to, that age, unless it be very advanced, affects the 
question of operation necessarily. The possibility 
of extensive adhesions in large hernia has also to be 
carefully considered. When the omentum is adher- 
ent to the sac, the latter is removed with all the ad- 
herent omentum. This saves much time and bleeding. 

The preparation of the patient has the most im- 
portant bearing on the operative measures which 
can be adopted for these large hernia. If the pro- 
trusion can be reduced into the abdomen, every 
effort should be made to retain it there in order that 
all the viscera shall become accustomed to its pres- 
ence once more, and especially the diaphragm. He 
advises that large hernia about the groin require 
daily washing with the hottest water that can be 
borne and often astringent antiseptic lotions for a 
long time. Finally the night and day before opera- 
tion there is no better antiseptic application than a 
2% per cent solution of iodine in ethylene dichlo- 
ride painted freely over the field of operation. 
For anesthesia he seems to prefer spinal analgesia. 
He considers Bassini’s operation carried out with 
every attention to detail the best method when 
done with care. <A large sac need not be dissected 
formally out of the scrotum. If there is a tendency 
to ooze, a drain should be introduced for twenty- 
four hours, as a hematoma in this region may be 
troublesome. The use of silver filigrees is un- 
necessary in the large majority of cases. 

Donatp C. BALFouR. 


The Function of the Great Omentum 
Med. 


Stuzer: 
(Zur Frage der Funktion des groszen Netzes). 
Rundschau, St. Petersb., 1913, Ixxix, 70. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In accordance with Oppel’s opinion that the 
omentum should be resected as a matter of principle 
because it is a refuge and breeding place for bacteria, 
and Heusner’s opinion that it is, like the appendix, 
a rudimentary organ, Stuzer cites Ranvier’s opin- 
ion that it is to be compared to a large lymph gland. 
The investigations of other authors show: (1) that 
animals without an omentum succumbed to perito- 
neal infections which were borne without difficulty 
by other animals with omenta (Roger); (2) that the 
intraperitoneal’ lethal source of infection is many 
times larger than the intracranial (Aucher and 
Chavennaz). Milian emphasizes the plastic as 
well as the phagocytic properties of the omentum. 
Bromann calls the omentum a _ bacteria catcher. 
Heger and Gilbert showed radiographically the re- 
sorption of bismuth through the omentum. Koch 
obtained the same results by injecting India ink. 
The author repeated these experiments by inject- 
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ing into the peritoneal cavity of laboratory animals 
suspensions of colon and anthrax bacilli in India 
ink and after a definite time noting the findings in 
the omentum. The collective experiments show 
that foreign bodies are taken up first by the mi- 
crophages and then by the epithelial cells of the 
omentum and by the macrophages which take up 
the microphages. After a short time the foreign 
bodies are found in the lymph glands and nodes of 
the omentum, and on intense irritation, as by pus 
bacilli, the omentum encloses the focus with a 
plastic exudate. Laboratory animals without 
omenta react to the same stimuli with a hamor- 
rhagic exudate and a fibrous deposit. In these ex- 
periments deposits were, moreover, observed in the 
mediastinal glands. According to Stuzer, the 
mediastinal glands, the lateral ligaments of the 
uterus, and the peritoneum are respectively the next 
most important factors in protecting the animal 


against peritoneal infection. The omentum is 
first. Von REYHER. 
Stanton: Diverticulitis. Bosion M.& S.J., 1913, 


By Surg., Gynec. & Obst. 


Meckel’s is a true congenital diverticulum, em- 
bracing all the coats of the intestine, and is due to 
the persistence of the omphalo-mesenteric duct. 
The autopsy records of Johns Hopkins Hospital 
show one case of this in every seventy-two. It is 
usually attached to the ileum, near the cacum, and 
consequently in its symptoms it resembles appendi- 
citis. Its most alarming complications are obstruc- 
tion, or strangulation due to adhesions of the di- 
verticulum to bowel or abdominal wall. The author’s 
case was a child of six, always sickly and poorly 
developed; vomiting was frequent, and constipation 
the rule. New growth, tuberculous peritonitis, 
malnutrition, and chronic duodenal indigestion were 
some of the diagnoses made by excellent men. The 
abdomen was distended, and flat to percussion; a 
fluid wave was present. Peristalsis was visible in 
the upper abdomen. ‘Tenderness was lacking. At 
operation was found an enormously distended 
stomach, duodenum, and jejunum — all with hyper- 
trophied walls. The cause was an adherent Meckel’s 
which was freed and removed. 

Acquired diverticula are really hernia of the 
mucous membrane through the muscular coat and 
are usually found along the mesenteric border of the 
large intestine, mostly in the sigmoid and very 
rarely in the rectum. Their cause is obscure. 
Fleshy males during or just past middle life are the 
usual victims. Frequently there is accompanying 
inflammation with a mass often thought to be ma- 
lignant, in which a hardened collection of faces is 
frequently found. It is important to have every 
sigmoid growth carefully examined before labeling 
it cancerous. 

The symptoms are left-sided appendicitis with 
severe general pain localizing later on the left. 
Vomiting is uncommon but tenderness and rise of 
temperature soon appear and a mass develops in the 
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left lower quadrant. Stone in the kidney and pus 
infection must be eliminated. The treatment is 
surgical except in old people or when the attack is 
slight. Stanton’s four cases were men of thirty, 
forty-eight, sixty-three, and sixty-five, respectively. 
The first had a tender mass on the left and was 
relieved by operation. The man of sixty-five had a 
left-sided mass with obstruction, which proved to 
be a cancer secondary to diverticulitis; this was 
removed but the patient died of pneumonia in the 
third week. The man of forty-eight also had a 
tender movable mass on the left which finally dis- 
appeared; he refused operation. The man of sixty- 
three had for years attacks of left-sided pain occa- 
sionally accompanied by vomiting; at about the 
end of the second day of each attack a tender mass, 
which disappears within a few days, can usually be 
found in the sigmoid. In view of his age and excess- 
ive weight operation was not advisable. 


Nicholson: The Urachus as a Factor in Intestinal 
Obstruction; with Report of a Case. Lancet- 
Clinic, 1913, cix, 285. By Surg., Gynec. & Obst. 


The author reports the case of a man 34 years of 
age who entered the hospital with a pulse of 140, 
temperature 97°, respiration 36, greatly distended 
abdomen, and complaining of most intense pain 
about the region of the umbilicus. 

An incision just to the right of the median line, 
extending from a point one inch above to four inches 
below the umbilicus, disclosed a loop of ileum ro- 
tated upon itself, which was suspended by a cord 
extending from the umbilicus to the summit of the 
bladder. After the much discolored bowel had been 
released, the cord was ligated at its attachments and 
removed. Patient made an uneventful recovery. 

In a discussion of the origin of the cord causing 
the obstruction, it was shown from the studies of 
embryos and foetuses from six weeks to four months 
of age by Cuneo and Veau that the allantoidal neck, 
first included in the ventral wall of the embryo, be- 
comes disengaged therefrom and protrudes into the 
abdominal cavity, being attached to the anterior 
wall of the abdomen only by a thin membrane. As 
the result of an arrest of development in the transi- 
tory existence of the primitive peritoneum, attaching 
the urachus to the parietal wall, the membrane may 
become attenuated and finally disappear, leaving the 
urachus attached at the extremities, which would 
explain the origin of the obstruction. 


GASTRO-INTESTINAL TRACT 


Guillot: A Picture of a Diverticulum of the 
Stomach, without Corresponding Loss of Any 
Portion of the Stomach Wall (Image diverti- 
culaire de l’estomac ne correspondent pas a une perte 
de substance de la paroi gastrique). Bull. et mem. 
Soc. de chir. de Par., 1913, xxxiv, 222. By Journal 
de Chirurgie. 


In a man, 65 years old. who for thirty years had 
had slight stomach trouble and had recently had 
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severe pain and trouble with swallowing, radioscopic 
examination showed: 1. An cesophageal pouch 
characteristic of a carcinoma of the cardia. 2. A 
diverticulum of the lesser curvature indicating that 
this region was involved by the neoplasm. 3. A 
large diverticulum of the greater curvature. 

But, as a laparotomy to perform a gastrostomy 
showed, this large diverticulum of the greater 
curvature did not correspond to an ulcer, a scar, or 
to a new growth. This apparent diverticulum then 
was due entirely to an abnormal and passing con- 
tracture. It should be stated that the diver- 
ticulum of the lesser curvature remained fixed, 
whereas the one in the greater curvature seemed 
during the radioscopic examination to be affected 
by the movements of the stomach. 

This observation shows that radioscopic examina- 
tion brings to light many points that would be 
missed by simple radiography. 

DELBET cited a case in which the radioscope was 
deceiving. In a case which he and Enriquez had 
diagnosed as duodenal ulcer, radioscopy made by 
Enriquez showed a deep, wide indentation of the 
greater curvature extending toward the lesser, and 
it remained during the whole examination despite 
the movements of the stomach, which made the 
presence of a large carcinoma of the stomach seem 
likely. At operation no change in the stomach was 
found. Delbet performed a gastro-enterostomy and 
an uneventful recovery followed. 

Ricarpb, discussing the case of Guillot, reported a 
case in which there was a perfect picture of an hour- 
glass stomach, the stomach being completely di- 
vided into two parts connected by a narrow canal. 
This radiograph led to the making of a series of 
radioscopies during the next few years in all of which 
exactly the same state of affairs was found. Its 
constant occurrence during three years made it 
seem to be a fixed lesion. However, at operation it 
was found to be a contracture of the middle of the 
stomach at the sight of an old, small, healed ulcer 
situated in the lesser curvature, which did not 
persist under the relaxation of an anesthetic. 

While recognizing the immense value of radios- 
copy and admitting its superiority to a_ single 
radiograph it must be granted that pictures of the 
stomach containing a bolus of bismuth must be sub- 
ject to minute and repeated control and should not 
be accepted except when interpreted by skilled 
observers. J. Dumont. 


Sasse: Callous Ulcer Involving the _ Entire 
Stomach; Excision; with Comments on Com- 
plete Loss of the Stomach and the Technique 
of Stomach Resection (Ulcus callosum ventriculi 
totale; Extirpation, nebst Bemerkungen iiber den 
dauernden Verlust des Magens sowie iiber die Technik 
der Magenresektion). Miinchen. med. Wcehnschr., 
1913, Ix, 650. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Demonstration of an extreme case of contracted 
stomach resected in toto. The entire stomach was 
involved in a callous ulcer. The Réntgen picture 
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had shown it as a narrow shadow, of about a finger’s 
breadth, slightly arched and extending from the 
cesophagus to the region of the pylorus. It had 
been diagnosed clinically as malignant stenosis of 
the pylorus. The stomach wall was 1-2 cm. thick, 
the submucosa being chiefly affected. Carcinoma 
could not be demonstrated. There had never been 
any bloody vomiting and blood could not be demon- 
strated chemically in the stomach contents. The 
patient bore the operation well and a year and a half 
later had gained 52 pounds in weight, from which 
fact Sasse concludes that the complete loss of the 
stomach has no bad effect on the state of nutrition. 
The technique of this operation was as follows: 
After freeing the greater and lesser curvatures, the 
stomach was cut off at the pyloric end. Traction 
was made on the stomach to pull down the cardiac 
end and the oesophagus. Then an incision was 
made in the mesocolon, the upper coil of the jejunum 
drawn through it and sutured to the posterior sur- 
face of the cardiac end of the stomach. Finally the 
stomach was severed at the cardiac end and anas- 
tomosis completed in the usual way. Sasse recom- 
mends this as an exceptionally good technique for 
this operation. KNOKE. 


Kolb: The Permanent Results Obtained with 
Ligation of the Pylorus with Omentum and 
Fascia (Unsere Dauerresultate bei der Umschniirung 
des Pylorus mittels Netz und Fascie). Deutscher 
chir. Kong., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
At the Heidelberg Clinic, the author has practiced 
ligating the pylorus with autoplastic material 

(omentum and fascia) in cases of bleeding ulcers of 

the stomach with duodenal stenosis in place of the 

unilateral pylorus exclusion method of von Eisels- 
berg. He treated eighteen cases, three with omen- 
tum and fifteen with fascia. The first nine cases 
date back nine months and are alone considered. 

All nine cases were re-examined lately. By means of 

bismuth pictures, it was found that the pylorus was 

closed in all and that the stomach emptied itself 
within one hour through the gastro-enterostomy 


opening. The patients looked well, had gained in 
weight and felt well. No occult blood could be 
demonstrated. 


The technique of the operation is as follows: The 
strips of fascia are at least 3 cm. wide, not too thin 
and free of all fat and muscle. He now uses only the 
fascia lata. The pylorus should not be tied too tight, 
just sufficient to occlude the duodenal lumen. Such 
a strip does not relax if it is sutured to the serosa with 
fine silk or catgut, as was demonstrated in the 
re-examined cases. Parlavecchio also advises this. 
The author fastens one end of the fascia to the 
serosa by means of sutures and then draws the strip 
through and fastens the other end, placing a few 
anchor sutures to prevent it from moving. The 
fascia is not knotted. The ideal method, however, 
is the unilateral pylorus exclusion of von Eiselsberg. 
The disadvantages (more serious and time-consum- 
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ing) make a more rapid method desirable in weak 
and anemic patients. The author believes, however, 
that the autoplastic ligation of the pylorus deserves 
the preference over the von Eiselsberg method. In 
those cases in which no fascia is available, the liga- 
tion can be carried out with a strip of omentum just 
as successfully. 


Kiittner: Duodenal Ulcer (Ulcus duodeni). Deutscher 
chir. Kong., 1913. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author discusses the most important points 
in the pathology and treatment of duodenal ulcer, 
based on his own experience and that of eighty 
other surgeons, covering a total of eight hundred 
cases. The apparent discrepancy between the 
German and Anglo-American figures is explainable 
when conditions are considered. In Germany there 
are a large number of cases in a few hands, while in 
the Anglo-American countries the operation is 
performed only in the advanced stages. The pre- 
disposing factors of an acute duodenal ulcer are 
laparotomy, appendicitis, septic infections, etc. 
According to the author’s experience amputations 
may be added to the list. They in part also predis- 
pose to the chronic ulcer. Of the symptomatology 
the anamnesis is the most important as Moynihan 
emphasizes. The ‘hunger pain” is of equal sig- 
nificance with the late pain, or night pain, and with 
the periodicity. The pains are due to pylorospasm 
and are not particularly pathognomonic. They can 
occur in ulcus ventriculi and in carcinoma. More 
constant is the periodicity as a result of the healing 
and recurrence. The absence of occult blood in the 
interval is important. Something has lately been 
gained in the objective findings. Hyperchlorhydria 
is not constant and not very frequent. Of more 
importance is hypersecretion, which may be present 
even in the empty stomach. Achlorhydria may 
occur. Motility shows intermittent insufliciencies, 
and transitory twelve-hour retention (Kimp). 
Occult blood may be absent, even in the florid state. 
Spontaneous and pressure pain is localized in the 
epigastrium, usually to the right of the median line, 
but more frequently the sensitiveness is diffuse. 
Only the ulcers in the anterior wall can be seen 
during laparotomy, therefore it is necessary to open 
the duodenum (Wilms). Complications are fre- 
quent, so that Simmonds finds a mortality of 70 
per cent, due to perforation and hemorrhage. 
Ulcus ventriculi is frequently accidentally found. 
As a boundary line between stomach and duodenum, 
the vein of Mayo is sufficient for practical purposes. 
The differentiation of gastric ulcer from duodenal 
ulcer is important from a prognostic point of view. 
There is slight tendency to cure; a healed duodenal 
ulcer is rarely seen. The treatment must be surgical 
so long as the results of internal therapy are doubt- 
ful. Indirect surgical treatment is the more frequent 
procedure, as resection is highly dangerous and 
possible only in ulcers of the anterior wall. Of the 
indirect methods, gastro-enterostomy in absence of 
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stenosis is insufficient. It is necessary to produce a 
stenosis. Suturing of the ulcer, after tucking it in, 
according to Moynihan, is not satisfactory in all 
cases and is impossible experimentally. Ligation 
with suture material is also unsatisfactory. The 
Wilms method of ligation with fascia does not seem 
certain according to Tappeiner. The ideal method 
is the division of the pylorus according to Von 
Eiselsberg, but the operative mortality is increased 
10 per cent and it does not prevent post-operative 
hemorrhage. It is to be done only in cases where 
it can be performed very easily. In all cases a 
systematic after-treatment should be carried out. 
Perforation demands early interference, as after 
forty-eight hours it is hopeless. Gastro-enterostomy 
should be done primarily or secondarily in addition 
to other necessary procedures. The treatment of 
hemorrhage is analogous to that of gastric ulcer; 
only moderately severe and recurring mild cases are 
adapted to the operation. Excision is possible only 
in few cases, as the ulcer usually is on the posterior 
wall. 


Eisen: Duodenal Motility. Wis. M.J., 1913, xi, 316. 
By Surg., Gynec. & Obst. 


The author discusses the recognition by the 
fluroscope of changes in the motility of the stomach 
previously thought to be normal and due to lesions 
often far distant. These changes are termed 
“duodenal motility.” 

The motor function of the duodenum associated 
with chemical changes in the stomach contents are 
dealt with only. The normal stomach activity is 
twofold—one its own, the other the result of the 
pyloric reflex. The control of the latter depends 
upon the degree of acidity in the pyloric antrum; 
when a certain concentration exists the pylorus 
opens and the chyme passes into the duodenum and 
when the acidity in the duodenum reaches a certain 
degree the pylorus closes. The opening of the 
pylorus is controlled by the duodenum and this 
control is possessed to some degree by all derivatives 
of the midgut, thus accounting for the gastric dis- 
turbances in intestinal diseases. 

The motility of the stomach was thought to be 
normal if the stomach was found empty seven hours 
after a Leube meal, but it is often empty two hours 
later in duodenal ulcer and in other midgut lesions 
and a pylorospasm is often demonstrable. In these 
conditions an examination of the fasting stomach 
shows an open pylorus. The bismuth meal passes 
immediately into the duodenum, a small residue re- 
maining in the bulbus duodeni and the rest passing 
rapidly through into the jejunum. This phenome- 
non is repeated with the ingestion of more food, due 
to lack of pyloric control through the duodenum and 
not dependent upon the degree of acidity. Occa- 
sionally a small residue is seen to the left of the 
pylorus, whose presence is explained by assum- 
ing the presence of a pylorospasm. This pyloro- 
spasm is considered by some to be due to increased 
acidity. vet experiments show that the pylorus opens 
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when a certain degree of acidity exists in the stom- 
ach. Furthermore, secretion is controlled by the 
vagus, while pylorospasm is a myenteric reflex 
action. It seems to the author plausible that as the 
duodenum has lost control over the pylorus in lesions 
of midgut derivatives so the vagus has lost control 
over the production of acid and pylorospasm occurs 
as the precedent of hyperacidity. 

Fenwick has noted hyperacidity in appendicitis; 
Graham in appendicitis and gall-bladder trouble; 
and Moynihan believes gastric ulcer is not. primarily 
a stomach lesion but a chronic infective lesion in 
some abdominal organ in which more acute infec- 
tions from time to time arise, causing transient 
exacerbations in the symptoms. He has found 
appendicitis in a large number of cases having duo- 
denal ulcer, leading one to believe that appendicitis 
causes pylorospasm, hypersecretion and _ hyper- 
chlorhydria. 

In affected stomachs the position is often high up 
or drawn to the right. The shape is chiefly deter- 
mined by the anatomical relations of the muscular 
fibres, their activity resulting in a state of tonic 
contraction — hypertony. Dependent upon this 
hypertony is the excessive peristalsis so charac- 
teristic of these cases, involving the whole stomach 
in hypertonic shaped organs or the antrum alone in 
those showing atony. 

Cannon is quoted as summarizing gastric peristal- 
sis as consisting of serial waves starting at a pulsatile 
source and resulting from tension produced by inter- 
nal pressure acting on the tonically shortened gastric 
musculature. Only when the medium of internal 
pressure, i.e., the contents, disappears, does peristal- 
sis normally cease. Tonus is first given by vagus 
impulse and later maintained by the stomach itself. 
The time for one wave to exceed another is normally 
17 to 22 seconds, but in duodenal motility only a 
few seconds are required. Occasionally, even where 
no stomach lesion is found, an intermittent hour- 
glass contraction, a vagus stigma, is met with, and 
that this may in time lead to true stenosis is the 
author’s belief. 

The first four inches of the duodenum must be 
considered functionally a part of the stomach. The 
result of the open pylorus is the uninterrupted filling 
of the duodenum, whose contents move rapidly on- 
ward, but showing retention in the bulbus duodeni. 
Whether this retention is in the bulbus duodeni or 
the pyloric antrum, or is due to a duodenal spasm, 
is in doubt, but the occasional air bubble capping 
it leads the author to think it is in the bulbus, acting 
as a reservoir to control the differing pressure in 
this part. 

Radioscopy has shown that even in marked duo- 
denal obstruction there is little change in the size 
of the stomach. In duodenal stenosis one can see 
lively peristalsis without progression of the duodenal 
contents, and some retardation of the stomach 
contents insufficient to cause dilatation or hyper- 
trophy. The duodenum is markedly distended but 
little if any hypertrophied, the latter only develop- 
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ing upon a marked and Jong standing obstruction, 
which, because of the small quantity and liquid 
state of the duodenal contents is of slow progress. 
Antiperistalsis is also seen at times. When stenosis 
is complete a finger-like projection is seen extending 
from the pylorus to the point of stenosis. 

K. ARMSTRONG. 


Rowlands: Jejunal and Gastro-jejunal Ulcers. 
Guy’s Hosp. Gaz., 1913, XXvii, 140. 
By Surg., Gynec. & Obst. 

A general discussion of the etiology of the condi- 
tions under consideration is given together with a 
description of the treatment and a report of two 
cases. Jejunal and gastro-jejunal ulcers follow a 
certain percentage of gastro-enterostomies but it is 
significant that it has never been recorded as follow- 
ing a gastro-enterostomy which was performed for 
malignant disease. The apparent immunity which 
these cachectic patients seem to enjoy is probably 
due to the diminution or absence of free hydro- 
chloric acid in their gastric juice. It is estimated 
that this complication occurs in about 1.5% of the 
cases where gastro-enterostomies are performed 
for non-malignant disease. The condition is found 
especially after anterior gastro-enterostomy and, 
above all, after antero-anastomosis, or the Y type of 
operation, in both of which the acid gastric juice, 
unmixed with the bile or pancreatic juice, comes in 
contact with the mucous membrane of the jejunum. 

The uncertain causes of the original ulcer of the 
stomach or duodenum may play some part in the 
new ulceration. Some of the most likely are chronic 
septic absorption from an inflamed appendix or 
gall-bladder, or the ingestion of infective material 
from a septic mouth. 

The symptoms usually appear after a consider- 
able period of apparent good health following the 
operation. The first thing complained of is indiges- 
tion, with symptoms simulating those of duodenal 
ulcer, except that the pain, which the patient usually 
describes as burning, is usually situated to the left 
of the middle line above the level of the umbilicus. 
Further, its relation to food-taking is far less 
striking, although it is usually aggravated by 
solid food, so that the patient limits his diet mainly 
to liquids and soft foods. Sometimes the pain is 
relieved by food but it usually comes on again in an 
hour or two. Usually there are nausea and loss 
of appetite, and occasionally vomiting, and even 
hematemesis, with signs of dilatation of the stom- 
ach. There is often tenderness and rigidity to the 
left of the umbilicus and there may be an induration 
here due to plastic peritonitis, with adhesion to the 
parietes, and even a cutaneous fistula may form. 
At any time signs of perforative peritonitis may 
develop. Sometimes the patient has been perfectly 
well following his operation and the first sign of 
trouble is a very acute pain in the abdomen with 
the rapid development of signs of perforative 
peritonitis. 

The treatment of these ulcers should be medical 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 


ISI 


until it has been shown that this is of no avail. 
Medical treatment consists mainly of rest in bed, 
feeding of bland albuminous and iatty foods, and 
the neutralizing of the gastric juice with alkalies. 

Radical operation is usually undertaken after 
medical treatment has proven of no avail. Finney’s 
method of enlarging the pylorus may be used to 
great advantage in some of the cases. It provides 
free drainage of the stomach, cuts down the acidity 
of the gastric juice, and allows the patient to eat 
more. 

A more extensive radical procedure consists in 
the separation of the old anastomosis, the closure 
of all the openings and the formation of an entirely 
new and improved gastro-jejunostomy. This is 
probably the best procedure if the condition of the 
patient will allow of its execution. All operative 
procedures, however, should be followed up by 
careful medical treatment, in order to prevent a 
recurrence of the condition. James H. SkILes. 


Ladd: Progress in the Diagnosis and Treatment 
of Intussusception. Boston M. & S. J., 1913. 
elxviii, 542. By Surg., Gynec. & Obst. 


The author states that, now the controversy as 
to whether intussusception should be treated by in- 
flation and irrigation, or by immediate operation, is 
over, and timely surgery is considered the best treat- 
ment, it is interesting to see whether any reduction 
in mortality has taken place and whether we have 
at our disposal any means for still further reducing 
it. In 1908 Stone reported eight patients operated 
with one recovery in the Children’s Hospital for 
the previous five years and also eight patients 
operated in the Infant’s Hospital with one recovery 
in the previous ten years. Codman, in the same 
year, reported ten patients operated in the Massa- 
chusetts General Hospital in the previous ten years, 
with one operative recovery. This patient later 
died from a hernia operation. These cases give a 
mortality of over go per cent. In general hospitals 
the surgeons have an opportunity of operating only 
one or two cases in ten years and consequently lack 
uniformity of method. This suggests the advisa- 
bility of having these cases sent to a hospital devoted 
to the care of children or having surgeons especially 
qualified for the work of taking care of them in more 
general hospitals. 

The cases reviewed were operated by Stone and 
the author. Each had ten cases in the five years 
since 1908. Six of Stone’s cases recovered, while 
five of the author’s lived. In this series there was a 
mortality of 45 per cent, which is just half of that re- 
ported from the three hospitals mentioned above 
five years ago. This is encouraging and the author 
believes the results have been made possible by the 
co-operation of the pediatrician, the general practi- 
tioner and the surgeon. With earlier diagnosis and 
operation, intussusception will be removed from the 
list of diseases of high mortality. 

The following facts from this series of cases are 
interesting: The average age of Stone’s six cases 
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which recovered was two years, average duration of 
symptoms in four (duration not mentioned in two) 
was thirty-nine hours. The average age of the five 
patients operated by the author was seven months 
and average duration of symptoms was forty-eight 
hours. Of the patients that died the duration of the 
symptoms was nearly the same. No case was lost 
where the duration of symptoms was less than forty- 
eight hours, and with one exception no case with 
symptoms lasting over forty-eight hours was saved. 
The deduction to be drawn is that we must get cases 
within forty-eight hoursand preferably within thirty- 
six or twenty-four hours. 

The author draws attention to the fact that the 
description of intussusception given in most text- 
books is that of a patient who has been sick for about 
two days. It is far more useful to the practitioner 
to remember that infants in the early stages of 
intussusception, between paroxysms of colicky pain, 
are apt to look perfectly well and have no elevation 
of pulse or temperature; and that the mother’s 
story of a baby who has been well and suddenly 
taken with an attack of abdominal pain, associated 
with drawing up of the legs and followed by vomit- 
ing, is sufficient reason for making a thorough 
abdominal examination even if the baby looks well. 
At this period, before any distension has taken 
place, a small mass of resistance may be felt any 
place along the course of the colon, but in this early 
stage is most likely to be felt at the cecum or between 
there and the middle of the transverse colon. The 
next sign which presents itself is blood in the stool. 
The presence of blood, without much feces and mu- 
cus and the frequent movements characteristic of 
infectious diarrhoea, is practically pathognomonic 
of intussusception. Any patient passing blood as 
described should be taken to the surgeon at once 
whether a tumor is felt or not. Later the classical 
symptoms appear, the treatment becomes difficult 
and the prognosis grave. 

Lately the author has been using bismuth paste 
injected into the lower bowel to aid in the early 
diagnosis of these cases. There are several X-ray 
plates illustrating the article. The bismuth travels 
up the colon readily and reaches the intussusception. 
In these cases the shadow cast is suddenly and sharp- 
ly cut off at the upper border. It has only been 
tried in three cases as yet, but the results tend to 
show that it may be useful in the early diagnosis of 
doubtful cases. Epwarp L. CorneELtL. 


Green, Kellogg and Harvie: Spastic Paralytic 
Ileus. Boston M. & S. J., 1913, clxviii, 580. 

By Surg., Gynec. & Obst. 

The article deals with reports of two cases of 
spastic paralytic ileus following laparotomy. The 
first followed a bilateral salpingectomy and 
appendectomy. The cecum was diflicult to deliver 
into the median incision and considerable traction 
was made in the ileum near the cecum during the 
appendectomy. The patient died 81 hours after 
operation with symptoms of acute dilatation of the 


stomach, the distention beginning in the upper 
abdomen. Partial autopsy through the incision 
showed an annular constriction of the ileum 4 inches 
from the cecum where the gut was flattened, dull, 
slightly reddened and contracted. Its walls were in 
apposition. The gut above and the stomach were 
enormously distended. The distal four inches of 
ileum, the cacum, and the large intestine were 
flat, with no signs of peritonitis or hemorrhage. 

The second case was a laparotomy for adherent 
retroversion and salpingitis in a patient who had 
had a previous laparotomy for old pelvic inflamma- 
tory disease. In freeing adhesions along the old 
incision considerable traction in the gut was neces- 
sary. This patient died and partial autopsy through 
the operative wound revealed a spastic annular con- 
tracture 1% inches long where the gut had been 
separated along the original incision. No signs of 
peritonitis were present. The symptoms were the 
same as in the first case. 

The conclusions drawn were: Death was due 
to intestinal obstruction from a localized tonic 
contraction of the circular smooth muscle fibres of 
the small intestine, caused by surgical trauma. 
From the nature of its pathology, which was 
probably a mechanical injury to the plexuses of 
Auerbach and Meissner, the most convenient 
descriptive term for the condition seemed to be 
spastic paralytic ileus. 

The lesson learned from these cases is the immense 
importance of avoiding pinching trauma to the 
bowel during laparotomy. The small intestine 
seems more liable to the condition than the large, 
hence in appendectomy traction should never be 
made on the ileum for the purpose of bringing the 
cecum into the wound, but only the large intestine 
should be employed for such necessary traction. 


Harris: Report of a Case of Fecal Impaction in 
the Ileum for Fifty-three Days with Re- 
covery. J. Am. M. Ass., 1913, Ix, 722. 

By Surg., Gynec. & Obst. 


Harris reports a unique case of intestinal obstruc- 
tion ina man who at the age of 60 had an obstruction 
due to carcinoma of the sigmoid, relieved after seven 
days by cecostomy. At 62 he had fecal impaction 
lasting forty-nine days relieved by a ride on a jolting 
lumber wagon. At 63 a fecal impaction lasting 
fifty-three days was relieved by lavage of the ilium 
through the artificial anus. He died of acute ob- 
struction from prolapse of the cacum through the 
cecostomy fistula four years after the establishment 
of the artificial anus. This patient was seen by 
Harris in his third attack fifty-three days after his 
last bowel movement. During the time of fecal 
impaction the patient passed only gas through the 
artificial anus and nothing by rectum except a small 
quantity of blood-stained mucus. During the en- 
tire time he worked on the farm and ate three meals 
a day, his appetite beginning to fail only a day or 
two before he presented himself for treatment. 
Harris presents in detail the physical and la- 
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boratory findings in this case, including X-ray pic- 
tures. 

Concluding his report he says: 

1. Cacostomy may be complicated by contrac- 
tion of the opening requiring dilatation from time to 
time, by fecal impaction necessitating irrigation 
through the artificial anus, and by prolapse of the 
cecum through the cecostomy fistula. 

2. Fecal impaction in the ileum in this case was 
due principally to ingestion of fruit seeds and im- 
perfectly masticated vegetables, such as string beans, 
which became impacted at the ileocecal orifice. 

3. Mere fecal accumulation does not cause urgent 
symptoms as long as the intestinal gases have oppor- 
tunity to exit. The distention may produce dis- 
placement of the liver and stomach without marked 
interference with their functions. 

4. The urine. in this case, became dark red from 
elimination of bile pigments and hematin reduced to 
urobilin in the intestine; and the urine contained a 
few hyaline casts, but no albumin. 

5. Treatment to be effective must be persevering 
and should be conducted with full knowledge of the 
probable existence of stercoral ulceration in a greatly 
distended intestine, and of the possibility of separat- 
ing the bowel from the colostomy opening by any 
undue violence. 

6. Prolapse of the cecum through the artificial 
anus may prove fatal unless skilful surgical atten- 
tion is promptly available. L. G. Dwan. 


Patek: A Case of Primary Sarcoma of the Small 
Intestine (Ein Fall von primiirem Sarkoma des Diinn- 
darms). Zentralbl. f. Gyniék., 1913, xxxvii, 414. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Sarcoma of the small intestine is more frequent 
inmenthanin women. The percentages quoted are 
92.8 per cent (Baltzer), 77.5 per cent (Reinwald). 
To the eleven cases reported in the literature, Patek 
adds one of intestinal sarcoma in a woman who was 
operated upon. 

The patient, 49 years old, previously well, took 
sick three weeks before admission. She had inter- 
mittent attacks of severe pain in the right iliac 
region. Little importance was attached to these 
attacks even after the abdomen showed enlargement 
and increased resistance. Fever and vomiting were 
absent, but there was marked constipation. Pains 
subsided at times, only to recur in more aggravated 
form. Quite emaciated on admission, abdomen 
everywhere soft, with moderate tenderness in right 
hypochondrium. In umbilical region and a little to 
the right a hard movable tumor, the size of a fist, 
irregular, with rough nodular surface; not tender 
but dull on percussion. Per vaginam, the uterus 
was small and adnexa free. A tumor was apparently 
adherent to right appendage by band of adhesions. 
Diagnosis: ovarian cyst with twisted pedicle, or 
intestinal tumor. 

Median laparotomy revealed a large bluish tumor, 
covered by omentum, a little to the right and behind 
the uterus, so that for a moment it gave the impres- 
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sion of tubal pregnancy. It was difficult to separate 
the tumor from transverse colon, ileum, and 
jejunum. Tumor was ruptured and discharged 
reddish brown fluid, and granular masses; orig- 
inated from jejunum, wall of which contained a 
nodule the size of hazel-nut. Mesentery thickened 
and infiltrated at its intestinal attachment. En- 
largement into abdominal cavity occurred from 
primary nodule in jejunum; size largely dependent 
on hemorrhage which had partially organized. 
Tumor itself was flatulous and friable. Two en- 
gorged vessels, the size of a goose-quill, extended 
from tumor to intestine. ‘The gut was resected 10 
cm. on either side of tumor and lateral anastomosis 
was done. Lymph glands on both sides of spine were 
large and infiltrated. Perfect union. Microscopic 
examination: Large spindulated sarcoma with pro- 
fuse hemorrhage. Section nearer the bowel resembled 
fibrosarcoma with connective tissue similar to 
smooth muscle fibre. ‘Tumor apparently originated 
from muscularis of the bowel. 

Some authors hold that sarcoma of the small 
intestine does not produce symptoms of stenosis or 
obstruction and use this to differentiate it from 
carcinoma. Others contend that in half the cases 
these symptoms do occur. Increased tenderness is 
said to be diagnostic of appendicitis. In this partic- 
ular case there was only slight tenderness, but 
severe attacks of pain and persistent constipation. 
When the patient reported seven months after 
operation there were no signs of relapse. | THon. 


Hartmann: Vegetative Adenomata of the 
Superior Portion of the Small Intestine 
Simulating Pyloric Stenosis (Adénomes vegétants 
de la partie supérieure de l’intestin gréle simulant la 
sténose pylorique). Presse med., Par., 1913. Xxi, 214. 

By Journal de Chirurgie. 

Hartmann has had an opportunity to observe and 
operate upon two cases of polyp of the duodenum. 
These are of interest because they are very unusual 
and in each the tumor had produced a gastric stasis 
which simulated the stenosis caused by ulcer. 

Case 1. A woman, 49 years of age, without any 
preceding gastric symptoms, was seized with epi- 
gastric pain, vomiting and diarrhoea. She was 
treated for ulcer of the stomach but the pains con- 
tinued, the epigastrium became distended and she 
experienced a feeling of suffocation with eructations. 
Examination revealed the presence of considerable 
residual fluid in the dilated stomach. At operation, 
on October rst, 1912, the pylorus was found to be 
normal and the first part of duodenum dilated. In 
the second part a soft tumor the size of a turkey egg 
was found lifting the wall but not altering it. In 
the first part of the jejunum there was a double in- 
vagination, ascending and descending, which was 
reduced with difficulty. Gastro-enterostomy was 
performed, the second part of the duodenum was 
incised longitudinally and within its lumen was 
found a soft lobulated tumor attached by a pedicle, 
one inch in diameter, to the postero-internal wall of 
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the intestine. The mucous membrane was incised 
around the pedicle which was then cut, three ar- 
teries ligated, and the wound sutured with silk. 
The duodenum was closed and recovery uneventful. 

Case 2. This patient was 15 years old. For 
three years there had been pains in epigastrium 
beginning two to three hours after eating and con- 
tinuing for several hours, when they ceased gradual- 
ly or suddenly after vomiting. The patient became 
very thin, and the abdomen was distended. Ex- 
amination revealed besides the above features, 
gastric splashing and at times peristaltic waves. 
In several attacks an ovid mass was felt in the left 
flank which could be pushed up under the ribs but 
descended of again immediately. There was con- 
siderable gastric stasis. The gastric fluid obtained 
in the morning contained bile. At operation June 8, 
1911, the stomach was found to be dilated, but other- 
wise normal, and the duodenum dilated. Imme- 
diately distal to the duodeno-jejunal junction was 
a mass of twisted coils of small intestine. On un- 
twisting these, the author found two invaginations 
of the intestine which were easily freed. Proximal 
to the site of the higher invagination, a little above 
the duodenal-jejunal juncture, a tumor was palpable 
within the intestine. The bowel was incised and a 
tumor, studded with nipple-like projections, was 
revealed almost filling the cavity. The wall was 
cut, the pedicle excised and the opening then 
sutured. Recovery was uneventful. In October, 
1912, the patient ate and digested well without ex- 
periencing any discomfort. Microscopic examina- 
tion of the tumor revealed an adenoma as in case 
one. 

In these cases, besides the symptoms simulating 
pyloric stenosis, the occurrence of an invagination 
is worthy of note. The invagination was apparent- 
ly not caused by the migration of the polyp drawing 
the intestinal wall after it. The fixity of the intes- 
tine at the site of the tumor precludes such an ex- 
planation. The cause was rather a perversion of 
the muscular action comparable to the observations 
of Peyer and Brunner, who found temporary in- 
vaginations in animals as a result of irritation of the 
intestine. J. Dumont. 


Murphy: Contraction of Intestinal Anastomotic 
Opening with Extensive Abdominal Adhe- 
sions; Czcal Fistula. Surgical Clinics of John B. 
Murphy, 1913, ii, No.2. By Surg., Gynec. & Obst. 

A man of 40 was admitted on account of con- 
tinuous abdominal distention and discomfort though 
not much pain; he also had a cecal fistula. The 
history dated back five or six years when the 
appendix was removed. Nine laparotomies were 
performed in the previous four years, most of them 
for relief of adhesions. 

At operation the intestines were found matted 
together and enormously dilated. The anastomosis 
between the ileum and the descending colon was 
contracted down to such a small diameter that con- 
siderable peristaltic action of the bowel was nec- 
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essary to force its contents through the opening. 
The resuit was hypertrophy of the bowel and dis- 
tention of the intestines. The large intestine below 
the anastomosis was not materially distended. The 
large bowel proximal to anastomosis was not 
dilated. 

The ileum had been divided close to the colon, 
and the end of the bowel was closed. About 4 
inches from the proximal end of the ileum it was 
anastomosed laterally with the descending colon, 
just below the splenic flexure. The anastomotic 
opening had contracted down to almost the size of 
alead-pencil. The portion distal to the anastomosis 
was very much dilated. The catheter through 
which he irrigated his bowel passed down into the 
cecum. When the proximal end of the ileum was 
swung from the right to the left side the adhesions 
on the right side that were freed before had become 
re-established, so there was great tension between 
the anastomosis and the adhesions of the ileum in 
the right iliac fossa; further, the mesentery was not 
approximated to the posterior wall of the abdominal 
peritoneum to prevent the formation of an open 
loop. Through this open loop a large portion of the 
small intestine had passed, and compressed the ileum 
which passed across the pelvis from the right side 
of the small intestine to the large intestine to which 
it was approximated. This spread out as a fan and 
produced retention by compression as well as reten- 
tion by stenosis of the opening. 

The opening present was enlarged, doing a typical 
suture operation. The opening in the cecum was 
allowed to close. 

The operation lasted nearly three hours, but the 
patient left the table in splendid condition. The 
following day he had a normal movement, the first 
in two years, and the bowels continued to move 
naturally. The tube was removed on fifth day; 
primary healing. At time of report the fistulous 
opening had almost closed. The patient’s condition 
was splendid, and he was gaining in weight steadily. 

L. J. MitcHe 


Connell: Etiology of Lane’s Kink, Jackson’s 
Membrane, and Czecum Mobile. Surg., Gynec. 
& Obst., 1913, xvi, 353. By Surg., Gynec. & Obst. 


The etiology of this condition is divided into 
inflammatory and non-inflammatory conditions 
and attention is drawn to the difficulty in differen- 
tiating between them. The inflammatory condi- 
tion may follow or be independent of the kink or 
membrane. The author considers non-inflamma- 
tory factors as they offer rational explanation for 
the typical cases. He considers the question as 
to whether these conditions are acquired or con- 
genital and discusses the views of Lane, Martin and 
Mayo. He advances a theory in which he considers 
the condition to be due to imperfect development; 
in support of this theory he mentions the contribu- 
tions of Flint, Gray and Anderson. 

After reviewing the normal, most complicated 
embryological maneuver, usually termed rotation 
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of the cecum, attention is drawn to the fact that this 
so-called rotation consists in three definite elements, 
namely, migration, rotation, and fixation. Each 
of these maneuvers is described in detail and 
following this is given the descriptions of the possible 
anomalies of the three conditions which may account 
for the pathological entities under discussion. As 
to the primary cause or causes of these various 
abnormal or defective developments we are as yet 
entirely ignorant. A definite understanding as to 
whether these conditions are due to inflammatory 
or developmental condition is of the utmost impor- 
tance from the standpoint of pathological treat- 
ment. 

The author comes to the following conclusions: 
(1) Anomalous development offers a rational ex- 
planation for these conditions. (2) Coincident or 
resultant inflammation may cause confusion. (3) 
Describing the embryological changes in the ileo- 
cecal region under the single term “rotation” 
likewise causes confusion. (4) Such changes are: 
migration, rotation, and fixation, one or more of 
which may be imperfect. (5) The Jackson or 
pericolic membrane may be due to excessive rota- 
tion, delayed migration, or early or anomalous 
fixation. (6) The Lane kink may be due to excessive 
or anomalous fixation. (7) The cecum mobile is 
due to an absence of fixation. 

EpwArp L. CorNELL. 


Eastman: The Feetal Peritoneal Folds of Jon- 
nesco, Treves, and Reid, and Their Probable 
Relationship to Jackson’s Membrane and 
Lane’s Kink. Surg., Gynec. & Obst., 1913, xvi, 
341. By Surg., Gynec. & Obst. 


There is a striking similarity between the foetal 
peritoneal fold described by Jonnesco and Juvara 
and designated by them “‘the parietocolic fold” and 
the adult peritoneal anomaly described by Jackson 
as membranous pericolitis, and generally known as 
‘“‘Jackson’s membrane.” There is probably also a 
causal relationship between the bloodless fold 
described by Treves and a pocket-like, anomalous 
peritoneal reflection which is not rare in the adult, 
and which passes from the mural peritoneum upon 
the right side quite low down, extending upward 
and inward over the caput coli and vermiform 
appendix, to be attached to the last two or three 
inches of the ileum and to the peritoneum of the 
caput coli. It forms the boundary of a precolic 
fossa in which the cecal head and the appendix may 
rest as in a pocket. It is likely that in not rare 
instances during operations for appendicitis the 
caput coli with the appendix are shelled out of this 
peritoneal pocket, the peritoneal fold, that is the 
bloodless fold of Treves, which forms the pocket 
being looked upon by the operator as an affair of 
adhesion formation. 

Moreover, although conceptions of Lane’s ileo- 
pelvic band, the structure to which is ascribed an 
important part in the causation of Lane’s kink, are 
somewhat varying, it may be well in discussing the 
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nature and origin of this band to recall that Reid has 
described under the name ‘‘genito-mesenteric fold” a 
rather common feetal fold of peritoneum which passes 
from the terminal portion of the ileum into the pelvis. 
Concerning this genito-mesenteric fold, which may 
be found in a surprisingly large percentage of 
foetuses after the seventh month, or even after 
birth at term, the question may be fairly raised as 
to whether it is not related to angulations or gravita- 
tions or other deformities of the terminal ileum to 
which it is attached. 

The parietocolic fold of Jonnesco and Juvara in 
most cases arises from the peritoneum at the left 
or inner side of the ascending colon, passing over 
the anterior aspect of the ascending colon in an up- 
ward slanting direction. It is attached to the 
parietal peritoneum at the right of the ascending 
colon. Jt may adhere to the anterior and lateral 
aspects of the colon. Reid ascribes to this foetal 
fold practically the same relations as are presented 
by the parietocolic fold or Jackson’s membrane when 
found in the adult. 

The fold which was described by Reid has a 
secondary connection with the ileum and, through 
the peritoneum of the meso-appendix, with the 
appendix itself, a connection which perhaps is 
responsible for the frequent association of appen- 
dicitis and odphoritis. In a case seen by the author, 
by lifting the last part of the ileum upward, a thin 
fold of peritoneum which was quite loose could 
readily be seen passing from the mesentery of the 
last part of the ileum, over the brim of the pelvis, 
to the region of the ovary. There was no sharp 
border of this fold upon the right side. It spread 
out on the right into a rather narrow fold of Treves. 
Reid describes this genito-mesenteric fold as passing 
under the appendix, whereas the fold of Treves 
passes over the caput coli and appendix. However, 
in author’s cases, the inner or left border of the 
bloodless fold of Treves ended below in the genital 
gland in the foetus, at the ovary in the female after 
birth, and at the intra-abdominal ring in the male at 
term. The genito-mesenteric fold as it was seen by 
Reid has not been seen by the author as a separate 
distinct fold, but rather as the inner prominent 
edge of the bloodless fold of Treves, passing from the 
terminal ileum to the genital gland. It is this 
genito-mesenteric fold of Reid, or the prominent 
inner border of the fold of Treves, as the case may 
be, which corresponds in its position and attach- 
ments to the ileo-pelvic band of Lane. The relation- 
ship between the foetal fold and Lane’s band is, 
perhaps, only suppositional, but it seems not 
unlikely that they are identical. 

Concerning the origin of Jonnesco’s fold, it may 
be said that several succeeding stages of its forma- 
tion indicate that adhesions form between the 
cecum and parietal peritoneum, while the caecum 
is still subhepatic. ‘The subsequent descent with 
torsion or rolling inward on the long axis draws the 
mural peritoneum over the ascending colon in a 
slanting direction. 
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Rheindorf: Appendicitis Ex Oxyure (Die Wurm- 
fortsatzentziindung ex oxyure). Med. Klin., 1913, 
ix, 53. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Oxyuris may be demonstrated in a high percentage 
of diseased appendices in childhood (in extirpated 
appendices in almost 50 per cent, in post-mortems 
37 per cent). It occurs occasionally in adults. In 
these investigations the fact is to be emphasized 
that actual alterations due to the activity of the 
worms have been found in the extirpated appendices. 
These changes consist of superficial defects in the 
recesses of the mucosa. By serial section it can be 
demonstrated that these defects show transitions to 
slit-like or even total destructions of the lymphatic 
apparatus. In the defects and passages the oxyuris 
is found. Both are produced by the activity of the 
oxyuris. By careful examination of similar changes 
the percentage of so-called “‘normal” appendices re- 
moved will be considerably reduced. In these ap- 
pendices, secondary inflammatory changes of a super- 
ficial or deeper character may be found. Contrary 
to Aschoff’s views, these findings render probable a 
primary ulcerative stage of appendicitis due to oxyu- 
ris. Onecanalso speak of an appendicitis catarrhalis 
superficialis in the pathologic-anatomic sense. Oxyu- 
ris carriers may therefore from time to time suffer 
from attacks of appendicitis. Cases without fever in 
which an appendectomy is made will show simple 
defects without inflammatory processes plus a 
diffuse superficial inflammation. Even when the 
mucosa is undermined to a large extent, all signs of 
the disease may be absent. Perhaps herein lies the 
explanation for the rapid onset of peritonitis in 
children, who attend school perfectly well in the 
morning, play on the streets at noon and in the 
evening develop perforative peritonitis. Possibly, 
also, it may explain the suppurative or sero-sanguin- 
ous peritonitis of small girls, thought to be due to 
disease of the adnexa. Whenever alterations are 
found without inflammation we must assume that 
the tissues have become accustomed to the presence 
of the parasite. Because appendicitis in children 
occurs frequently after infectious diseases, it might 
be thought that the weakening of the youthfui 
organism by the infective process allows the parasite 
to continue its epithelium-destroying action, which 
then predisposes to secondary infection with micro- 
organisms. ‘Treatment directed against the worm 
may, in such cases, be a double-edged sword. Still, 
oxyuriasis should be fought by rational therapy in 
practice. Zur VERTH. 


Retrocecal Appendicitis. J. Am. M. 
By Surg., Gynec. & Obst. 


Jackson agrees with Deaver in calling ‘‘retrocecal 
appendicitis a bad type of appendicitis,” on account 
of its serious complications and sequele. He 
divides retrocecal appendices into four rather sep- 
arate anatomic sub-varieties, as follows: 

1. The appendix, possessing its usual mesentery, 
is distinctive only in the fact that it runs upward 
along the outer side of the colon, which overhangs 


Jackson: 
Ass., 1913, lx, 1285. 
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and confines it in the limited peritoneal space ex- 
ternal to the colon. 

2. In another type the appendix runs upward ex- 
ternal to the colon under cover of the peritoneum of 
the posterior parietes, which forms its investment 
usually incomplete on its posterior circumference, 
and even though complete not furnishing a mes- 
entery proper. 

3. Again we have found the appendix running up 
along the external wall of the colon itself and invested 
by its proper tunic and likewise without mesentery. 

4. In the fourth type the appendix runs upward 
directly behind the colon, beneath which it is 
buried in connective tissue entirely and has no 
direct peritoneal investment whatsoever. 

The occurrence of an extracolic peritonitis follow- 
ing a retrocecal appendicitis may, by upward ex- 
tension along the outer side of the colon, reach the 
under surface of the liver and reaching here it may 
follow around, now forward above the hepatic 
flexure of the colon beneath the liver, and result in a 
sub-hepatic abscess, or may further invade, more or 
less extensively, the upper peritoneal cavity beneath 
the liver. More commonly, following gravity, it 
reaches the lower fossa behind the liver, passes up- 
ward between the liver and diaphragm, and results 
in a subphrenic peritonitis, often terminating in an 
obscure subphrenic abscess. 

Infection may also spread to the cellular and 
other retroperitoneal tissues and give rise to localized 
or diffuse cellulitis. In this case the colonic blood 
vessels may be involved in an infective phlebitis 
with dissemmination to different parts of the body, 
more particularly to the liver. 

The symptomatology shows some distinctive 
features in retrocecal appendicitis according to the 
author. The initial epigastric pain and vomiting 
common to the ordinary variety is present as a rule 
without any noticeable variation. The local pain 
and tenderness, in this particular variety, is best 
elicited just above the crest of the ilium posteriorly. 
Abdominal or rectus rigidity so significant in the 
intraperitoneal appendix here is usually of tran- 
sitory presence. Abdominal distension due to in- 
volvement of small intestines in peritonitis in or- 
dinary cases is here usually very moderate or en- 
tirely lacking. The tumor, if found at all, will be 
outward and backward, and often present only in 
the loin. With the subsidence of local signs the 
temperature often remains at from ro1 to 103 F., and 
the pulse is increased in corresponding septic ratio. 

Jackson advocates early operation before the 
more serious complications manifest themselves. 
A posterior incision in the loin has been advocated, 
but he does not deem it advisable when the appendix 
is to be removed at the same operation, a thing he 
nearly always does. Posterior loin drainage through 
the lowest point of the lumbar fossa has lowered 
his mortality a great deal. In conclusion the author 
states that the one surgical feature for strict observa- 
tion in retrocecal appendicular abscess is posterior 
lumbar drainage. R. W. McNEALY. 
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Fieschi: Prolapse of the Rectum (Prolasso del retto). 
Clin. chir., 1913, Xxi, 375. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Among the various explanations for the disease, 
the author thinks the cause for the condition to be 
dependent upon a resistant pelvic floor and a lack 
of proper function of the lifting apparatus of the 
rectum. He regards with Rotter as the principal 
factor of the prolapse an improper condition of the 
closing apparatus of the rectum. He discusses the 
physiological act of defecation which consists in 
the pressure of the colon on the feces from above, 
over which the sphincter is stripped with the aid of 
the levator. In insufficiency of the latter, caused by 
various factors, there is produced at first a single, 
and, on persistence of the condition, a permanent 
prolapse. The method of operation which the 
author has devised is based on this theory. 

It consists in an incision of the skin in the shape of 
an equilateral triangle 7 cm. on each side on both 
sides of the rectum to produce a thorough scar 
formation. The ligaments between the levator 
and sphincter are severed, whereby the anal ring 
descends while the levator rises 6 cm. Next a muscle 
bundle, 10 cm. long and 3 cm. thick, of the gluteus 
maximus on both sides is separated from the sacral 
bones, which is turned in such a manner that it 
runs around the anal opening and is fixed with three 
catgut sutures anteriorly to the ligamentum 
arcuatum. Over this the triangular skin defects 
are closed. In this manner the author obtains a 
functional separation of the sphincter and levator, 
and a fortification of the perineal floor. Burk. 


Skinner: 
Canal. 


Fluoroscopy of the Gastro-Intestinal 

Lancet-Clin., 1913, cix, 234. 

By Surg., Gynec. & Obst. 

To facilitate the examination the author uses a 
triple bismuth meal, the first given 24 hours, the 
second 6 hours, and the third immediately preced- 
ing his examination. In this way almost the entire 
tract is filled up with bismuth and he can ascertain 
the topography, the peristalsis and mobility, and 
any defects in the entire gastro-intestinal tract as 
well as the result of operations and mechanical 
devices which may be employed. For colon exami- 
nation he prefers the bismuth injection. 

Among other things this method assists in the 
diagnosis of enteroptosis, Lane’s kink with associat- 
ed duodenal kink, the presence of a Jacksonian mem- 
brane and a ‘‘cecum mobile,” and may disclose a 
physical basis for a constipation which persists in 
spite of the usual treatment. H. A. Ports. 


LIVER, PANCREAS, AND SPLEEN 


Boyd: Non-Parasitic Cysts of the Liver. Lancei, 
Lond., 1913, clxxxiv, 951. By Surg., Gynec. & Obst. 


These cysts may be divided into two classes, i. e., 
general cystic disease and solitary cysts. General 


cystic disease is almost constantly associated with 
cystic disease of the kidneys, and rarely also of the 


pancreas, lungs, spleen and brain. Out of eighty-five 
cases collected from the literature Moschcowitz 
found that the liver was affected alone in only ten. 
In the slighter forms of the disease the cysts are 
generally found just beneath the liver capsule, but 
when the condition is well marked the whole organ 
is affected and may be enormously enlarged. 
Microscopically the cysts are found to be lined by 
a layer of epithelium, which is columnar in the 
smallest cysts, but as the cavity increases in size 
the epithelium becomes cubical and finally flattened. 
The contents of the cysts consist usually in a clear, 
watery fluid, but it is sometimes yellowish-brown 
in color. In an early case, besides the macroscopic 
cysts one generally finds on microscopic examina- 
tion a greater number of bile-ducts than are normally 
present in the liver. The author collected a series 
of eighty-eight cases, of which two were foetal, seven 
in newly born children, four occurred in the first 
year and one in the eleventh year. The other 
seventy-four cases occurred in adults, mostly in 
people over sixty. All the cases in infants were 
multiple, and all were associated with other defects. 

The following is a brief summary of other theories 
which have been brought forward to explain this 
disease: 

1. That the cysts are formed by degeneration of 
liver cells. 

2. That the cysts are due to dilatation of normal 
bile-ducts which have been occluded by inflamma- 
tory connective tissue. 

3. That the condition is due to an overgrowth of 
bile-ducts or “biliary angioma.” 

4. That the cysts are tumors, cysto-adenomata, 
of the bile-ducts. 

5. That the cysts are formed by tumor formation 
from embryonic remains. 

The condition of general cystic disease is, of 
course, not amenable to treatment, and is more of 
pathological than of clinical interest. In some cases, 
however, the largest of the cysts have been dealt 
with surgically, under the impression that a soli- 
tary cyst was present. Solitary cysts of the liver, 
on the other hand, are of considerable clinical inter- 
est, as they often produce well-marked symptoms 
and are usually amenable to surgical treatment. 
Although the term “solitary cyst” is a convenient 
one, it will be found that in many cases of appar- 
ently solitary cyst the liver tissue adjacent to the 
cyst wall contains potential cysts in the shape of 
acini lined by epithelium, and in some cases 
actually small cysts in addition. Solitary cysts may 
occur in children, but most of the reported cases 
have occurred in adults. The author abstracts 
many cases selected from the literature on the sub- 
ject and gives in detail a report of his own case, 
which was undoubtedly one of those rare cases of 
hepatic (presumably solitary) cysts of non-parasitic 
origin. 

The most striking point in the clinical features of 
solitary non-parasitic cysts of the liver is the great 
preponderance of the condition in the female sex. 
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Of the thirty-four cases collected in this paper 
twenty-four were females, four are stated to have 
occurred in males, while the sex is not stated in six, 
i. e., out of twenty-eight cases in which the sex is 
stated nearly 86 per cent were in females. Age ofthe 
patients is stated in twenty-six. The youngest was 
Shaw and Elting’s case, which was 18 months old. 
Miller’s case was operated on at the age of three, 
but the abdomen had been noticed to be enlarged 
at birth. The oldest was 75. 

As regards the clinical signs and symptoms, pain 
does not appear to be a very marked feature. 
Dyspepsia and vomiting occurred in several cases. 
Jaundice occurred in only one case. An abdominal 
swelling, in most cases diagnosed as a cyst, was 
present in all of them. Fluctuation was generally 
readily obtained. Enlarged superficial abdominal 
veins were not noted in any case except his own. 

Prognosis: If curable, the prognosis of non- 

parasitic cysts of the liver is not unfavorable. That 
of general cystic disease is, of course, very bad, 
especially if associated with cystic kidneys. 
w Simple puncture should not be performed. Of 
the cases collected in this paper, and in which sur- 
gical treatment was adopted, recovery occurred in 
twenty-three. Donatp C. BALFour. 


Delbet: Angioma of the Anterior Surface of the 
Liver; Removal After Hepatic Resection; 
Cure (Angiome du bord antérieur du foie; extir- 
pation aprés résection hépatique; guérison). Paris 
chir., 1912, iv, No. to. By Journal de Chirurgie. 

A woman, 59 years old, had in her epigastrium a 
tumor mass extending into the abdominal cavity 
which was about the size of an orange, had a nodular 
surface, was movable transversely and had devel- 
oped quite rapidly. There was no history to 
account for it. A probable diagnosis of malignant 
tumor of the stomach was made. 

A midline incision was made in the abdomen 
and enlarged by a cut to the right. Delbet found 
a tumor attached to the liver by a pedicle the center 
of which was at the point of attachment of the falci- 
form ligament to the anterior lobe of the liver. 
The umbilical vein crossed its posterior surface. 
The falciform ligament and the first three centi- 
meters of the suspensory ligament were dissected 
free and the pedicle of a tumor 6 cm. in diameter 
was cut after hemostasis was secured by a tightly 
tied continuous suture of heavy catgut. The 
abdomen was closed without drainage. Normal 
recovery. 

The tumor weighed 150 grams, was 10 cm. in 
breadth, 8 cm. in height and 6 in thickness. It 
was bluish violet in color with some grayish white 
trabeculz on its surface. 

On the surfaces made by sectioning the tumor 
were found cavities filled with black material— 
apparently coagulated blood. Microscopically, the 
tumor was composed of a number of cavities contain- 
ing normal blood, lined with a continuous endothe- 
lium, and embedded in a dense fibrous stroma. 


It was a simple angioma simulating a cavernous 
hemangioma. J.-L. Roux-BERGER. 


Bain: Gall-stone Disease; Medical Treatment. 
Practitioner, Lond., 1913, xc, 538. 
By Surg., Gynec. & Obst. 


It is the author’s belief that the primary and 
essential factor in the treatment of this affection is 
the rectification of the digestive functions. The 
administration of drugs is erroneous, as the con- 
tents of a normal bladder will dissolve any gall- 
stone under aseptic conditions. After correcting 
the digestive errors, the administration of urotropin 
or other disinfectants is indicated. The lower intes- 
tine should be cleaned out thoroughly. 

The diet should be kept within the patient’s 
power of digestion, restricting fats and carbohy- 
drates and prohibiting alcohol. Regular meals, 
regular hours, and regular exercise are routine 
measures especially adaptable to this disease. In 
intestinal indigestion he administers pancreatic 
preparations combined with sodium sulphocarbolate, 
sodium bicarbonate, and nux vomica half an hour 
before meals. Mental tranquillity should be 
sought. If there is hyperchlorhydria, olive oil is 
given. Tenderness over the gall-bladder is treated 
by mustard-bran packs. After the digestion is cor- 
rected, he administers cholalin and urotropin. 

The author believes that gall-stones can be cured 
without operation if treated in the early stage. 
Among the predisposing factors he mentions 
sedentary habits, stagnation of bile in the 
gall-bladder, overeating, irregular meals, alco- 
holism, anxiety and worry, indigestion, constipa- 
tion, tight lacing, Glenard’s disease, cardiac dis- 
ease, emphysema, granular kidney, and pregnancy. 
Each of these are then taken up in more detail. He 
states that it is generally believed that the exciting 
cause is microbic infection, particularly those bac- 
teria which produce acid. Stone formation pre- 
cedes the inflammatory process, but infection of the 
bile passages is a necessary factor in the production 
of gall-stone symptoms. 

His method of palpating the gall-bladder is as 
follows: the right hand is placed immediately be- 
neath the ribs on the right side and the patient told 
to breathe quietly for a minute or two. The hand 
sinks deeper with each expiration, so that the pres- 
ence of a tumor or very tender gall-bladder can, as 
a rule, easily be detected. In the majority of mild 
cases, tenderness of the gall-bladder cannot be de- 
tected in this way. The patient is then asked to sit 
up and to bend slightly forward. The examiner 
sits or stands behind the patient and places his right 
hand under the costal arch; with the abdominal mus- 
cles completely relaxed he can then palpate the liver 
quite easily. In neurotic patients, where the state- 
ments cannot be depended on, the gall-bladder is 
approached from the left side and then from the 
right. The tenderness of the early stage is cir- 
cumscribed and does not extend below the ribs. 
When it is detected in a line from the umbilicus to 
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the costal margin, the peritoneal investment of the 
gall-bladder has become involved and the affection 
has passed beyond the initial stage. With the pa- 
tient sitting, spasm of the diaphragm can also be 
elicited by asking the patient to take a deep breath, 
when if the gall-bladder is sensitive inspiration will 
be cut short suddenly. This is a sign rarely absent 
in advanced cases of cholelithiasis. 
Epwarp L. CorneELL. 


Kehr: A Review of Two Thousand Operations 
on the Bile Passages; a Comparison of the 
Results in the First and Second Thousand 
(Riickblick auf 2,000 Operationen an den Gallenwe- 
gen; Eine Gegeniiberstellung der Erfolge des ersten 
und zweiten Tausend). Deutscher chir. Kong., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In operations on the bile passages, the total 
mortality is 15.7 per cent. If, however, the severe 
complications are excluded (carcinoma, biliary 
cirrhosis, septic cholangitis), the mortality rate is 
only 5.4 per cent. If only simple stone cases are 
considered, the mortality is still lower, only 3 per 
cent. The total mortality rate of the first thousand 
cases was 16.2 per cent; that of the second thousand 
17.2 per cent and that of his Berlin practice (380 
cases) 18 percent. The reason for the gradual yearly 
increase in the mortality rate is due to the fact that 
more severe cases were included. In the first 
thousand, the severe cases numbered 12.9 per cent; 
in the second thousand 17.8 per cent, and in the 384 
Berlin cases, 20 per cent. In the second thousand 
cases, the mortality rate in pure stone cases was a 
little lower than that of the first thousand. 

Since the use of the T-drain in his second thousand 
cases, the mortality rate has gone down 3 per cent. 
Among the first thousand there were 202 cases with a 
mortality of 5 per cent; and in the second thousand, 
333 cases with a mortality of 2.1 per cent. In the 
first fifty choledochotomies, the mortality rate was 
1o per cent. The total mortality rate corresponds 
to the percentage of the severe complications plus 
the two to three per cent mortality of the simple 
stone cases. No more cases of operative peritonitis 
develop, even if he operates without gloves and 
mask. There were no wound abscesses of any 
severe nature, if the panniculus adiposus is not 
sutured. Two things, however, are still necessary: 
a safe anesthetic and the prevention of hemorrhage 
in icteric patients. The safest procedure against 
hemorrhage is the early operation of icteric patients. 

KATZENSTEIN. 


Sasse: Anastomosis Between the Cystic Duct 
and Duodenum (Uber Choledocho-Duodeno- 
stomie). Arch. f. klin. Chir., 1913, c, 969. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Up to the present time anastomoses between the 
bile ducts and the intestines have been made only 
upon absolute indication. Regarding the question 


as to whether relative indications for an anastomosis 
exist there are necessary the conditions that drainage 
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for the bile may be made as natural as possible and 
that the procedure may not be more complicated 
than the already extensive primary operations and 
not made more difficult and dangerous. These 
demands are filled only by anastomosis of the cystic 
duct with the duodenum. By it the bile enters the 
intestine almost in its normal place and so can ful- 
fill its physiologic function in digestion. Its flow 
is continuous; stasis and resultant ascending infec- 
tion of the gall-bladder are impossible. Existing 
infections are put under a favorable condition for 
healing by the regular discharge of the bile. On 
the other hand, using the gall-bladder for anastomosis 
produces unnatural conditions which, as is seen from 
the literature, lead in some cases to an infection of 
the gall-bladder and ascending choleangitis. For 
the treatment of conditions of infection of the 
cystic duct and the bile system, as it exists in stone 
in the cystic duct, also in choleangitis without con- 
crements, the method of incision of the gall-duct and 
cystic duct with subsequent drainage was used 
universally. The following were given as_ the 
reasons for this method of treatment: first, elimina- 
tion of the infected secretion; second, removal of the 
stasis of bile; third, possibility of local treatment of 
the gall passages by irrigation; fourth, the ability to 
remove possible remaining stones. Critically ex- 
amining these points in favor of drainage of the 
cystic duct, especially when compared with the 
suggested method of anastomosis of the cystic duct 
with the duodenum, the following conclusions can 
be drawn: Point one is untenable because the 
organisms which infect the bile are normally present 
in the intestine and are, therefore, harmless, when 
the bile is allowed to reach the intestine through the 
anastomosis. Point two: the removal of stasis, 
the main point, is attained more completely by the 
method suggested than by drainage. Point three 
is of minor importance because healing is dependent 
much more upon free drainage of the infection. 
An irrigation which reaches the gall passages higher 
up would have to be done under such high pressure 
that an infection might be driven upward. Irriga- 
tion can hardly have an effect on the papilla through 
a narrowed cystic duct. Point four is of no im- 
portance; a stone which may have been left behind 
can easily gain entrance to the intestine through the 
anastomosis, but if it slips past the anastomosis 
toward the papilla it becomes entirely harmless, 
because it can produce no stasis of bile. Drainage 
can offer no advantages but often has disadvantages, 
as for instance the great loss of bile, which is very im- 
portant for digestion; at the same time there is loss 
of water to the body; the danger of decubitus, with 
following contraction of the passages, kinking, etc, 
is present. The long-continued treatment of the 
wound and all this is done away with by the anasto- 
mosis. Not in every case of choledochotomy should 
an anastomosis be done. An anastomosis is indi- 
cated only when the flow of bile is hindered. Natur- 
ally the stones are always removed. If the flow of 
bile through the papilla is entirely unhindered and 
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if there is no severe infection of the bile passage 
present, a primary suture of the cystic duct is per- 
formed. To determine the permiability of the 
papilla, sounding is not sufficient, but physiological 
salt solution must be injected toward the intestine 
into the cystic duct with a rubber drain and sterile 
syringe. If the solution flows off freely the primary 
suture is inserted. If the solution accumulates or 
runs backward partially there is a hinderance to the 
outflow of bile and an anastomosis should be made. 
It is also indicated when there is a possibility of 
smaller stones higher up in the liver. The technique 
of the operation is as follows: 

The anastomosis is made most easily at the point 
where the cystic duct runs behind the duodenum. 
The upper border of the duodenum is separated 
somewhat and pulled downward, and an incision is 
made in the cystic duct longitudinally at this point 
1-1% cm. long. The stones are removed and the 
bile passages are carefully examined. Opposite 
the longitudinal incision of the cystic duct there is 
made a transverse incision of the duodenum. The 
two openings are united by catgut suture running 
through the entire thickness of the walls; over this 
is put a silk suture uniting the serosa and going 
through the muscularis. The duration of the opera- 
tion is from ten to fifteen minutes. By stroking the 
duodenum downward it is so compressed that it is 
practically empty of contents; finally sufficient 
tampons are introduced. 

The author removed the gall-bladder in all cases 
and tied off the cystic duct near its origin, cut it off 
and sewed it over. The anastomosis cannot be used 
in cases in which there is an extensive severe puru- 
lent cholangitis, because of the general condition 
of the patient and because the high grade inflamma- 
tion of the wall of the cystic duct will not permit a 
suture to heal. In this case, drainage is more ser- 
viceable. Obesity, as well asa rigid bulging thorax 
with a liver highly placed, may make an anastomosis 
a difficult procedure. The author has performed 
eleven anastomoses, the first two years ago. The 
results are lasting and good in all cases. The icterus 
disappeared rapidly and never returned and fever 
also was reduced at once. The suture held in nine 
cases; in two cases there was secretion of bile for a 
time without, however, any after effects, other than 
protracted healing of the wound. ‘The author gives 
the following conclusions: The anastomosis of the 
cystic duct to the duodenum in cases where there 
is an absolute indication, and when it can be carried 
out, is the method of choice. In a relative indica- 
tion, especially in recurring cholangitis with or with- 
out stones, and in inflammatory stenosis of the 
papilla, it is far preferable to the drainage of the 
cystic or hepatic duct, and deserves application in 
the fullest measures because it is better than any 
other method in producing a free drainage of bile 
and guarding against recurrences. Observations 
have shown that so-called recurrences following 
radical and properly performed operations do not 
often depend upon stones which were left behind 
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or newly formed, but upon stasis and infections 
following stenosis of the papilla. © Unter-Ecker. 


Remsen: Acute Perforative Cholecystitis Com- 
plicated by General Peritonitis. Surg., Gynec. 
& Obst., 1913, xvi, 386. By Surg., Gynec. & Obst. 


The rarity of acute perforative cholecystitis 
associated with general peritonitis is pointed out and 
its dangers illustrated by two of the author’s cases. 
The symptoms were those of an acute abdominal 
calamity associated with an area of increased tender- 
ness appearing in the right iliac fossa, which in one 
case led to a tentative diagnosis of acute appen- 
dicitis. In both the operation revealed bile-tinged 
fluid, free in the peritoneal cavity, and a demon- 
strable perforation in the gall-bladder. Infection, 
swelling of the cystic duct mucosa, distention of the 
gall-bladder, necrosis of the wall due to infection, 
circulatory disturbances or even direct pressure of 
calculi are regarded as the cause of the accident. 
In each the mucous membrane of the gall-bladder 
was swollen, hemorrhagic and gangrene was 
present in one of the cases. Careful attention to 
detail and the consideration of the various possibil- 
ities in the physiological group of organs in the gall- 
bladder region are insisted upon as determining 
operation in the early stages. Later when spread- 
ing peritonitis occurs many of these possibilities may 
be eliminated and one is brought much closer to the 
real diagnosis. When, in the late stages, the general 
abdominal signs and symptoms blanket the local 
features, the importance of a careful far-reaching 
history is shown. 

Operative features are discussed and important 
to note is the very small class of cases showing acute 
abdominal signs in which bile is found free in the 
peritoneal cavity yet an apparently intact bile 
tract is presented. In both the author’s cases the 
—e was used as an opening for the drainage 
tube. 

The responsibility involved in watching an acute 
gall-bladder subisde is pointed out and a warning 
given of this rather rare but serious outcome. 


Gosset and Desmarest: Cholecystectomy from 
Rear to Front (De la cholecystectomie d’ arriére en 
avant). Presse méd., Par., 1913, xxi, 205. 

By Journal de Chirurgie. 


Gosset published, some time ago, a method of per- 
forming cholecystectomy by beginning at the cystic 
duct and working to the fundus of the gall-bladder, 
which he considered the best for ablation of the 


gall-bladder. In this article, based on a series of 
thirty-two operations, he dwells especially on the 
indications and contra-indications of this procedure. 
The question as he presents it is as follows: In the 
course of an operation the necessity for ablation of 
the gall-bladder may occur either when it alone is 
involved or in conjunction with opening the com- 
mon duct. The question then arises as to the best 
method to be employed. 

When there are many dense vascular adhesions, 
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when the gall-bladder is retracted and chronic 
peritonitis under the liver is very marked, it is often 
very difficult to remove such a bladder, and, if one 
succeeds, it is by atypical manceuvres. In these 
complicated cases experience alone will accomplish 
the object with more or less ease. But in a case 
presenting no more than ordinary difficulty, the 
adhesions being separable and the surgeon having 
access to the inferior surface of the gall-bladder and 
the cystic duct, he may employ one of three methods 
of cholecystectomy. First, that of opening and 
cutting its inferior wall and slitting the cystic duct 
from one end to the other. This procedure should 
be adopted only exceptionally. It is of advantage 
in a markedly atrophied gall-bladder in order to 
reach the end of the cystic duct and to permit the 
removal of an incarcerated stone, but it is really a 
makeshift. One ought to try to remove the gall- 
bladder and cystic duct completely. The cases 
where one is compelled to give this up will be more 
and more rare as one recognizes better the advan- 
tages that primary section of the cystic duct offers. 
The second method, or the classical cholecystectomy, 
consists in separating the gall-bladder from its base 
towards the cystic duct. It is a good procedure 
and a natural one since the base of the bladder 
presents first. But in cholecystectomy by liberat- 
ing the base first, it is sometimes necessary to find a 
plane of cleavage betwéen the surface of the gall- 
bladder and the liver, dissecting with knife or 
scissors, and fearing that the gall-bladder may be 
opened, the surgeon has a tendency to penetrate the 
liver tissue, which leaves the surface of the liver 
rough and oozing more than aj/ter retrograde 
cholecystectomy. Besides, in separating the blad- 
der from its fundus towards the cystic duct, one 
meets the ramifications of the arteries. The main 
stem of the artery will then be cut several times. 
Finally, when the separation has been accomplished, 
if one pulls strongly on the gall-bladder and cystic 
duct the hepatic duct is drawn up and bent at an 
angle so that there is danger of cutting it. Both 
Kehr and Gosset have had this experience. 

The third method consists in beginning at the 
cystic duct, severing it and primarily separating the 
gall-bladder from the neck towards the fundus. 
According to the authors, it is the method of choice 
when one can easily recognize, isolate, and sever the 
cystic duct at its entrance into the hepatic duct. 
In a fat man with a wide thoracic base, a liver high 
up and a small gall-bladder, the procedure is at 
times not feasible. In the women, especially if 
thin, with a low, easily-movable liver, if the gall- 
bladder is not too much atrophied, retrograde 
cholecystectomy becomes a very simple procedure. 
If the authors’ technique is mastered this operation 
is practicable in about two cases in three. 

In the thirty-two cases in which the retrograde 
cholecystectomy has been practised the authors 
have not encountered a single mishap. All have 
been cured. The operation has been more rapid, 
more certain, and hemostasis of the pedicle of the 
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gall-bladder has been accomplished in a thoroughly 
satisfactory manner. In those suffering from jaun- 
dice the hemostasis should be especially careful. 
Moreover, the authors have been able to diminish 
progressively both the size of the drain and duration 
of drainage and they hope in many cases to be able 
to do away with drainage altogether. J. Dumont. 


Delfino: A Peripancreatic Cyst Between the 
Leaves of the Transverse Mesocolon (Uber 
eine peripankreatische zwischen den Bliittern des 
Mesocolon transversum entstandene Cyste). Deutsche 
Ztschr. f. Chir., 1913, Cxxi, 280. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The cyst was observed in a man 48 years old and 
had attained the size of an adult head. The diag- 
nosis could be made before the operation from the 
relationship of the tumor to neighboring organs and 
from the results of exact examination of the stool 
and urine, which permitted the assumption of normal 
function of the pancreas. Histologic examination 
of the cyst wall showed there was no epithelial 
lining. Chemical analysis showed the absence of 
ferment in the cyst content. The author therefore 
takes for granted that the cyst did not originate in 
the pancreas and probably was the result of a trauma 
which the patient had sustained at the age of 17 
(marble block falling on his abdomen). The cyst 
was fastened by suture to the abdominal wall and 
drained. Cure resulted. It is remarkable that the 
patient suffered from severe itching of the skin. 
This, however, disappeared after the operation. 


Moszkowicz. 
Weidman: Aberrant Pancreas in the Splenic 
Capsule. Anatomical Rec., 1913, vii, 133. 


By Surg., Gynec. & Obst. 

This interesting anomaly was first encountered 
during the microscopic examination of material from 
an autopsy. The specimen was from a woman 22 
years old who had died of general peritonitis follow- 
ing a suppurative endometritis. The viscera showed 
changes due to a severe toxemia, but no neoplasm 
was found. 

The pancreatic elements lay in a thick capsule the 
deepest layers of which consisted of denst connective 
tissue fibrilla. These fibrilla were more loosely 
arranged as the surface was approached and con- 
tained few nuclei of a young type. A serosa could 
be traced in places, but was masked by the general 
fibrinous exudate. All through the capsule were 
the foci of pancreatic cells. Duct arrangement was 
present and typical islands of Langerhans. 

To explain the phenomenon, adhesion of pancreas 
and spleen was suspected. However, the micro- 
scopic picture did not support this. The only way 
to account for the finding was by assuming a 
diversion of embryonal pancreatic cells from their 
accustomed route. In this connection, a guinea 
pig’s spleen was examined in which structures were 
found strongly suggestive of pancreas. 


The variation is not uncommon. Warthin in 


1904 collected forty-nine cases. One of the early 
investigators stated that, in certain animals, the 
pancreas occurs normally in separate portions. 
Thus, in the mole, lobules are found distinctly re- 
moved from the main organ. In pelobates parts of 
pancreas are found in the walls of the stomach, 
and, in the salamander, in the walls of the 
jejunum. 

To Warthin’s cases Weidman was able to add 19 
from the literature. Summarizing all these the 
locations were as follows in 68 cases: 


Wall of duodenum................ 
Woalliof 20 
Wall of intestine ................. 
Diverticulum of stomach... ......... I 
Diverticulum of jejunum. I 
Diverticulum of ileum............... 6 
Meckel’s diverticulum. .... 
Umbilical fistula........ I 
Great omentum............. 

Capsule of spleen... . I 


The sizes varied from .4-9 cm., averaging about the 
size of an almond. 

The pancreas starts to develop in the second 
month of foetal life by projecting its hypoblastic 
buds into the ventral and dorsal mesenteries. Zen- 
ker assumes a separate anlage for the pancreas and 
for each accessory one if present. Warthin thinks 
that projecting buds of the sprouting pancreas are 
snared off by surrounding mesoderm and carried 
to aberrant positions to which Adami adds that the 
cells must be so far differentiated that they are 
capable of producing only one type of tissue. 
Weidman thought Warthin’s theory the most 
reasonable. W. G. Buutic. 


Morone: Transpancreatic Choledocholithotomy; 
Clinical and Anatomical Study (La choléodoco- 
lithotomie transpancréatique; étude clinique anatom- 
ique). Riforma med., 1913, xxix, 174. 

By Journal de Chirurgie. 

In operating on the common bile duct the trans- 
pancreatic route is least used. Terrier has em- 
ployed it twice and MacGrand, Kraske, and 

Tansini have each used it. It is scarcely men- 

tioned in most monographs on these subjects. 
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Delageniere, in his report in 1908, considers it as 
not having much of a future. The author reports 
the operations of this kind which were performed 
by Tansini. 

He considers the transpancreatic choledocholitho- 
tomy of interest; it is indicated when the local condi- 
tions prevent the use of the transduodenal or retro- 
duodenal routes. Finally, it facilitates drainage of 
the common duct. AMEUILLE. 


MISCELLANEOUS 


Hunter: Ceeliotomy in Infancy and Early Child- 
hood. Am. J. Surg., 1913, xxvii, 104. 
By Surg., Gynec. & Obst. 


The author states that the surgeon who operates 
on children should not overlook the following: 

1. While the child may take the anesthetic well 
for a short period, if the administration be unduly 
prolonged serious collapse is more common than in 
adults; hence there should never be permitted the 
slightest delay in completing any operative steps 
which may be undertaken, i. e., the operation should 
be terminated in the shortest time possible consistent 
with perfect technique and the observance of ade- 
quate aseptic precautionary measures. 

2. The child ordinarily withstands the loss of 
blood badly; hence every possible precaution should 
be exercised to prevent and control hemorrhage, and 
means should be readily accessible with which to 
replace such loss, if it becomes advisable or nec- 
essary, by transfusion or introduction of normal 
saline solution. 

3. The child endures cold badly; hence the ex- 
tremities should always be amply protected, and if 
necessary be kept warm by artificial means; care 
should always be observed that the body be not 
unnecessarily exposed, and the operation should be 
performed with the child on a warm-water bed, or 
at least in a properly heated room. 

4. The child bears hunger badly; hence nourish- 
ment should not be inadequate before the operation, 
nor should this feature be neglected thereafter, i. e., 
requisite feeding must be resumed so soon as per- 
missible after completion of the operation. 

He then goes on to quote several writers and re- 
ports the results of several men on single cases of 
abdominal operations in childhood. The latter 
half of the article is taken up with a strong plea for 
early uperations in cases of intussusception. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, ETC, 


Pirie: Re-formation of Bone after Resection. 
Edinb. M.J., 1913, xX, 346. By Surg., Gynec. & Obst. 


The author states that tubercular osteomyelitis 
of long bones is rare, as out of 8,800 patients exam- 


ined by the X-rays in five years in the Dundee Royal 
Infirmary only 50 were found to be suffering from 
that disease. 

He reports two cases in which 4 inches and 4% 
inches respectively were resected from the lower end 
of the tibia for tuberculous osteomyelitis and shows 
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by successive radiographs the gradual development 
of new bone. In one case the bone was restored in 
5 weeks, and in the second 2 years were required. 
In the latter case, after nearly 2 years without solid 
bone formation, the patient fell and fractured the 
new bone, when reparative process again started up 
very actively and the new bone wassoon solid enough 
to bear her weight. 

In cases where the upper end of the fibula was 
resected there was no attempt at re-formation of new 
bone. He discusses the results of Macewen’s 
experiments in bone regeneration in dogs. 

Pirie thinks the best results can be obtained follow- 
ing resection (1) by preserving the periosteum as a 
limiting membrane so the new bone may acquire 
normal shape; (2) by keeping the limb at rest to 
prevent twisting or bending; (3) by intentional 
fracture, where the regenerative process is slow, as 
this seems to act as a new stimulus to bone growths. 

Joun L. Porter. 


Dibbelt: The Etiology of Rickets and Calcium 
Metabolism (Die Atiologie der Rachitis und der 
Kalkstoffwechsel). Deutsche med. Wchnschr., 1913, 
XXxiX, 551. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb 

In contradistinction to Ribbert and Kassowitz, 
who deny any importance to disturbances of calcium 
metabolism in the causation of rachitis, Dibbelt 
emphasizes the fact that in florid cases of rickets 
the amount of calcium excreted by the intestinal 
tract is greater than the intake, while at the same 
time the amount of calcium in the urine may reach 
zero. Furthermore, the healing or cure of a case of 
rickets is accompanied by a hyper-retention of 
calcium in the organism, with coincident increase of 
calcium excreted in the urine. 

These facts can not be understood unless one 
presupposes a disturbance in calcium metabolism. 
In the presence of an easily disturbed balance in 
calcium metabolism, any of the many harmful 
factors to the general economy of the infant may 
occasion rickets. SCHULTZE. 


Fiske: The Diagnostic Significance of the Leuco- 
cyte Count in Osteomyelitis and Tuberculosis 
of the Bones in Childhood. Boston M. & S. J., 
1913, clxviii, 606. By Surg., Gynec. & Obst. 


The object of the paper is to draw conclusions 
from the average white blood corpuscle counts in 
acute osteomyelitis and tuberculosis of bones. The 
author defines leucocytosis as an increase of white 
blood corpuscles over 9,000 in adults and 12,000 in 
children. After citing a number of cases of acute 
and chronic osteomyelitis, the following conclusions 
are given: 

1. The routine examination 
osteomyelitis is 16,000 to 17,000. 

2. The count varies directly with the acuteness 
of the process and with the patient’s condition, 
higher in those whose condition is poor. 


in all cases of 
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3. The degree of fever is a constant variant with 
the degree of leucocytosis. 

4. High count is significant of pus or sequestra, 
or poor drainage. 

5. Low count is indicative of a low grade process, 
a long standing process, or an acute process with 
free drainage. 

Leucocyte counts were then made in a number of 
cases of bone and joint tuberculosis and contrasted 
with those made in acute infective osteomyelitis. 
The leucocyte counts in tuberculous bone disease 
are largely negative, the evidence being against 
leucocytosis of any degree. The white count does 
not vary consistently with the acuteness or recency 
of the process, the temperature, or general condition 
of the patient, abscess or sinus formation or presence 
of von Pirquet reaction. Leucocytosis in tuber- 
culous bone disease occurs in the presence of second- 
ary pus infection. F. G. Dyas. 


Lejars: Chronic Hypertrophic Osteitis without 
Abscess Formation or Necrosis (Contribution a 
létude des ostéites chroniques hypertrophiques sans 
abcés ni nécrose). Bull. et mém. Soc. de chir. de 
Par., 1913, XXxix, 405. By Journal de Chirurgie. 

Lejars reports the case of a man, 38 years old, non- 
syphilitic, with negative past history, who, in the 
last few years, noted a series of hard tumors — 
“‘bosselures”— on the right tibia, with no accom- 
panying pain or tenderness. His gait became more 
and more restricted as his limb increased in size and 
weight; locomotion had been impossible for twelve 
months and patient was confined to bed for the last 
three months. 

Lejars found the upper two-thirds of the leg twice 
the normal circumference. This area was covered 
with many hard tumors, especially on the median 
surface of the tibia, the largest being the size of an 
orange. These tumors were rounded, smooth, non- 
adherent to the skin, and had the consistency of 
compact bone. All the muscles seemed absent, save 
for vestiges of the calf muscles. No tenderness, ul- 
ceration or hyperemia of the skin was found. 
Movements of the knee were restricted and those of 
the foot were lost. After eliminating the possible 
diagnosis of sarcoma of the tibia — by the duration, 
slow growth, integrity of the skin, absence of general 
adenopathy and general good health — Lejars 
diagnosed chronic osteomyelitis of an atypical form. 
He performed a “Gritti” intracondylar amputa- 
tion. Recovery was uneventful and the stump 
remained in good condition. 

Upon examination of a section of the bone, no 
sequestrum, necrosis, cavity, nor cystic condition 
of any kind were found. Histological investigation 
revealed a chronic inflammatory process and osteitis 
tending to tumor formation. It was not possible to 


determine the respective portion of the two processes. 
This, then, is a curious form of hypertrophic osteitis 
belonging to the cases which are on the border line 
between a chronic inflammatory condition and a 
j. Dumont. 


neoplasm. 


Wheeler: Three Cases of Tuberculous Disease of 
the Lower End of the Femur Illustrating 
Some Points in Pathology and Treatment. 
Med. Press & Circ., 1913, cxlvi, 410. 

By Surg., Gynec. & Obst. 


The great majority of cases of osseous tuber- 
culosis originate by infection from tuberculous milk. 
In a typical case the tubercle bacilli can be traced 
from the milk to the metaphysis of the bone. 
There the disease begins and progresses along 
definite anatomical and pathological lines. The 
tubercle bacilli entering the body are deposited in 
the lymphatic glands, cervical, bronchial, or mesen- 
teric. In the first case, the bacilli are carried into 
the pulmonary circulation through the tributaries 
of the jugular vein. Reaching the systemic circula- 
tion they are deposited in the metaphysis of the 
bones and either set up active disease or remain 
latent. 

The slow circulation through the cancellous 
spaces of the bone and the free capillary anastos- 
mosis makes this a favorable site for the deposition 
of a tuberculous embolus. A slight injury may set 
free this embolus and active tuberculosis, result 
frequently central at first, later extending through 
the compact bone to the periosteum. The perios- 
teum thickens and a thin layer of new bone is depos- 
ited between it and the compact bone. This causes 
thickening over the diseased area which is an early 
and very important clinical sign. 

Tuberculous disease of the metaphysis bears a 
definite relation to disease of the neighboring joint, 
as in the elbow and hip jeints. Here the meta- 
physis is within the capsule and tuberculosis of the 
metaphysis is rapidly followed by general joint 
infection. But the metaphysis of the lower end of 
the femur is separated from the joint cavity by a 
large epiphysis which protects it from involvement 
in the usual manner. This is also true of the shoul- 
der joint. But the author cites three cases to prove 
that tuberculous metaphysitis of the lower end of 
the femur is no less frequent than in other situations. 

The earliest diagnosis sign is thickening of the 
bone in the region of the epiphysis. A similar con- 
dition is occasionally found in congenital syphilis, 
but the X-ray will demonstrate the presence of a 
tuberculous focus and also give an idea of the extent 
of the operative treatment necessary. 

The treatment recommended by the author in 
practically all cases is radical operation, but he 
occasionally uses non-operative measures provided 
the case can be carefully observed, so that in a pro- 
gressive one an operation can be advised before 
sinuses form and become infected. The method of 
exposing the bone and eradicating the disease by 
drilling, scraping and drainage is sometimes in- 
dicated. But his operation of choice is to divide 
the bone well above the level of infection with a 
Gigli’s saw. The thickened periosteum is separated 
from the bone and the latter is wrenched away from 
the epiphysis. The “epiphyseal line” is not injured 
in any way because it is in the epiphyseal mass. 
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The periosteum being left intact at least serves as a 
tubular guide to promote regularity of growth of new 
bone. The X-ray shows that the bone is replaced 
accurately within a comparatively short time. 

The author reports three cases, all septic, that 
were operated. In the first the lower third of the 
femur was removed. The boy has perfect use of his 
leg, normal knee joint movements and but three- 
fourths of an inch shortening. The second and 
third cases have equally good results. The treat- 
ment after operation consisted in the application of 
weight and pulley with lateral sand bags. 

R. O. Ritter. 


Iselin: Surgical Treatment of Tuberculosis (Die 
Behandlung der chirugischen a Sammi. 
klin. Vort., Leipz., 1913, No. 187, 709. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author has treated more than 800 cases of 
surgical tuberculosis since 1908 by Réntgen-rays. 
He witnessed the healing of cases that were candi- 
dates for amputations, while in others, having 
multiple foci, the focus to which the rays were 
applied would heal while the remaining foci were 
not altered. In addition to the local effects of the 
R6ntgen-rays, there were general effects, such as 
increase in the patient’s weight and reactions 
occurring in some of the distant tuberculous foci. 
The author concludes that there is a tubercle- 
antitoxin resulting from the Réntgen-ray applica- 
tions that affects the local focus specifically and, to 
some extent, the entire body. Réntgen-ray treat- 
ments are limited by the insufficient penetrating 
powers of their therapeutic action, the density of 
bones, and the sensitiveness of the skin exposed to 
the rays. Though at present the technique is so far 
advanced that X-ray burns can be avoided, yet of 
late ulcerations have been found in patients who 
were exposed to R6ntgen-ray treatments years ago; 
these ulcerations must be regarded as remote ill- 
effects of the rays and there is no method known 
that will act as a safeguard against such unfortunate 
sequelae. The possibility of injury to the epiphyseal 
lines of bones in children demands attention in the 
application of Réntgen-rays. The sun’s rays exert 
most powerful influence upon surgical tuberculosis. 
These rays affect the superficial foci directly and the 
deeply situated ones only by their general action. 
The results of treatment by the sun’s rays are brilli- 
ant, though to date the experiments were limited to 
children. Then, the sun-ray treatments, for social 
reasons, can be given to but a small percentage of 
patients; therefore the surgical procedures are still 
so much in vogue. HAGEMANN. 


Konig: Treatment of Bone and Joint Tuber- 
culosis (Behandlung der Knochen- und Gelenk- 
tuberkulose). Deutscher chir. Kong., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The determination of the value of various pro- 
cedures is possible only if the patients remain under 
constant observation by the clinic. This control is 
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feasible. Compilation of results from these sources 
furnishes a criterium of diverse methods of treat- 
ment. At present Kénig shares the opinion of 
Garré regarding the conservative and operative 
treatment of tuberculosis of the various joints. The 
more modern procedures, however, should be con- 
sidered. As the majority of patients have not the 
opportunity for sunlight treatment in high altitudes, 
a substitute should be sought for. The ultraviolet 
rays furnish the active component in sunlight. 
These rays may be furnished by a quartz-lamp. 
Konig employed exposure to these rays, at first in 
sluggish skin wounds, later in tuberculosis of the 
skin, with good results. He later extended the 
treatment to tuberculous bones and joints. Local 
as well as general exposure was employed. Local 
exposure was practiced for thirty minutes every 
third day at a distance of 30 to 4o cm. from the tuber- 
cular focus. This produced an intense reddening 
similar toasunburn. The influence upon the tuber- 
culous process was very favorable. General ex- 
posure was given daily. The naked body was 
exposed to the rays from five minutes to an hour, at 
a distance of 1 meter. Injurious effects were never 
observed. On the contrary, the influence of the 
rays was most beneficial. Locally, improvement 
and healing of the tubercular process was observed, 
the general condition improved, appetite increased, 
sleep became better, and the patients increased in 
weight. In three cases only did he notice a decrease 
in weight. ‘The first of these cases was a spondilitis 
with secondary infection, the second had complicat- 
ing vitium cordis, the third was a spondilitis in 
an excessively fat individual. KATZENSTEIN. 


Garré: Treatment of Bone and Joint Tuber- 
culosis (Behandlung der Knochen- und Gelenktuber- 
kulose). Deutscher chir. Kong., 1913. 

By Zentralbl, f. d. ges. Chir. u. i. Grenzgeb. 


Garré, in the last nineteen years, has treated 
1,000 cases of bone and joint tuberculosis. Tuber- 
culosis of the shoulder joint was usually treated con- 
servatively with iodoform injection. Almost with- 
out exception a complete ankylosis remained. Only 
in one case in which atrophy of the caput humeri 
took place did the joint become movable. Resec- 
tion was undertaken only in the severest cases. The 
later investigations of twenty-two cases showed 
that one half had diminished strength and two 
thirds diminished motion. 

Tuberculosis of the elbow joint in children was 
treated conservatively with iodoform injection and 
fixation. In adults, resection was given the pref- 
erence. In twenty-two cases of resection, nineteen 
were completely healed, and eleven had functional 
power with existing ankylosis. In the resection 
Rollier’s incision was used. In tuberculosis of the 
wrist-joint, the results of conservative treatment 
were always very favorable. Resection should 
never be done as the functional results are unfavor- 
able. Hip-joint tuberculosis was also treated con- 
servatively by preference. Contractures were 
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brought into better position by an extensive ban- 
dage. Brisement is to be avoided. If the position 
was good a plaster cast was at once employed. 
Chloroform injections were used only in cases with 
abscesses. If the process was healed contracture 
was avoided by applying a plaster cast, leaving the 
knee-joints free. The healing of hip joint tuber- 
culosis required on the average three years. Resec- 
tion was avoided even when the head of the femur 
and acetabulum were destroyed. It was employed 
only for vital reasons, not to better the result. 

In knee-joint tuberculosis the author prefers to 
resect. He has done this in 268 cases, using the 
Textor transverse incision. Children must wear a 
covering for years to avoid contracture. Of 188 
cases, fourteen died, seven of tuberculosis. In the 
remaining cases the tuberculosis was healed in 92 
per cent. In resection carried out in early life, the 
epiphysis is spared as much as possible, the cartilage 
cut superficially and in consequence shortening is 
not extreme. Only when the epiphyseal cartilage 
is destroyed by the tuberculous process is a greater 
degree of shortening observed. Contractures are 
entirely avoidable with suitable after-treatment. 
In 14 per cent of those investigated, stranger con- 
tractures were observed, 31 per cent had contrac- 
tures up to 150 per cent, and 53.4 per cent had none. 
The total result in cases of knee-joint tuberculosis 
was extraordinarily favorable as the function of the 
leg, as well as the position of the knee-joint, was good 
(83 per cent). For this reason, knee-joint tuber- 
culosis in children also is operated rather than 
treated conservatively. Ankle-joint tuberculosis 
(220) was treated conservatively, in 60 per cent. 
Resections were undertaken in severe fungous forms, 
in cases with a sequestrum, and with suppuration. 
Of 87 resections, one half were in children, one 
fourth in the second decade of life. The results as 
regards the definite cure of the tuberculosis, an 
especially good function at the joint, may be des- 
ignated as very good (80 per cent). Finally Garré 
warns against the incision of abscesses because of 
the danger of secondary infection. Fistula, if 
possible, should be healed by resection. The author 
has seen few results from the passive hyperemia 
and has never employed tuberculin. X-rays are 
not very satisfactory because the rays have not 
sufficient deep action in a bone and joint tuber- 
culosis, and because of the density of the bone they 
do not penetrate to the diseased focus.  Garre 
points to the brilliant results obtained by Rollier in 
the openair and sunlight treatment inthe mountains. 

KATZENSTEIN. 


Schede: X-Ray Treatment of Bone and Joint 


Tuberculosis (Die Réntgenbehandlung der Knochen- 

und Gelenktuberkulose). 
1913, XXXi, 497. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Schede gives a résumé of the experimental princi- 

ples involved in the effect of X-rays on the tissues. 


Zischr. f. orihop. Chir., 
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He uses a dose somewhat less than that required to 
produce erythema, and avoids using a larger dose on 
the deeper tissues, because it is impossible to know 
what is going on below the surface. He refers to 
the work of Iselin, who, after the prolonged adminis- 
tration of the rays under an aluminum screen, found 
that injury had been done to the deep vessels. He 
tried the optimum dose; that is, the dose which will 
destroy the foci of disease and stimulate without 
injuring the surrounding tissues. In order to avoid 
disturbances of growth, he does not treat children 
under five years of age. In older children the nor- 
mal epiphyses are not subjected to the rays, but the 
diseased ones are. No bad effects have been ob- 
served. All forms of joint and bone tuberculosis 
have been treated with the rays; tuberculous fistula, 
even when secondarily infected, were found especial- 
ly adapted to the treatment. Discolored granula- 
tions disappeared quickly and became clean and 
firm. He warns against treating a fungus which is 
on the point of breaking through the reddened skin. 
He has seen a severe sievelike perforation of the 
necrotic skin in such a case, even when very small 
doses had been given. A limb is subjected to the 
rays from all sides without any skin protection. 

The best ray is obtained from tubes of 5-7 Ben- 
reist, with a current of from 0.8 tor M. A. The 
uniformity of the rays during a sitting is tested with 
Bauer’s qualimeter or parallel spark-gaps. The 
desired intensity of the rays is measured with 
Holzknecht’s radiometer. It amounts at each point 
of contact to about 3-5 Holzknecht units. The sur- 
rounding area is protected by plumboresinite. The 
distance of the focus from the skin is 30 cm.; the test 
body was brought into range of the cone of rays at 
just half this distance. After exposure to the rays 
from all sides there is an intermission of twenty-one 
days and then the sitting is repeated. As a trans- 
former Rosenthal!’s universal induction coil and Si- 
mon’s interrupter were used. After the Réntgen 
treatment, orthopcedic appliances were used for rest 
and immobilization of the limbs. Fistula were 
rayed five days after the injection of Beck’s bismuth 
paste. In the clinical part of his report, Schede dis- 
cusses individual case histories more critically and 
gives instructive examples with X-ray pictures of 
the cases. Twenty treatments were given in severe 
cases. In conclusion he reports fifteen cases briefly. 

SCHMITZ. 


Russell: Treatment of Lime Starvation. Med. 
Rec., 1913, Ixxxiii, 517. By Surg., Gynec. & Obst. 
Russell claims that rickets, tuberculosis, scurvy 
(infantile and adult) and many disorders accom- 
panying pregnancy and lactation, may all be traced 
to lime starvation. His experience, however, is 
confined almost wholly to tuberculosis. 

His treatment, begun in 1906, is based on the 
theory that lime is essential for the health of plant 
and animal life. An insufficient supply will result 
in (1) imperfectly developed organs; (2) lowered 
resistance to disease; (3) lack of power to repair 
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physiological waste; lack of power to repair injury. 

Lime phosphate, per se, cannot be assimilated but 
must first be combined with a protein. The 
enzyme rennet combines lime phosphate with casein, 
forming caseate of lime. In man rennet occurs in 
the form of zymogen and its formation depends upon 
the presence of free acids, especially Hcl. In the 
absence of the latter the free ferment is invariably 
wanting, even though the zymogen is present. 
However, rennet zymogen is absent only when the 
secreting glands are destroyed, as in carcinoma. 
Only then does it become necessary to administer 
rennet and pepsin. The administration of acid is 
all that is necessary to produce the active ferment. 
A diminished secretion of Hcl. is brought about by 
many conditions of ill health and is probably the 
usual fault in cases which finally end in tuberculosis. 
It is quite probable that there are proteins other 
than casein that combine with lime through the 
action of rennet, although it has not been demon- 
strated. 

To insure the absorption of lime it is necessary to 
supply lime phosphate, casein and dilute hydrochlor- 
ic acid. No one alone will answer. The main 
sources of phosphate of lime are milk and eggs. In 
the treatment he advocates the milk-egg-acid mix- 
ture, which consists of two eggs, a quart of milk and 
four drachms of dil. Hcl. This quantity is used 
daily. He also uses an emulsion of mixed fats, from 
one half to two ounces in hot water twice daily in 
conjunction with rigid discipline and the usual 
hygienic measures. 

He states further that acute tuberculous pleurisies 
are plastic effusions, and should be regarded as 
evidence of an attempt at healing rather than an 
extension of disease. Serous effusion is evidence 
of a lack of lime because the effusion is not plastic. 
In seven out of eighteen cases of probable pneumonia 
consolidation persisted for months because of the 
excessive amount of plastic effusion having been 
poured into the air vesicles. This condition cleared 
up after reducing the amount of milk and eggs and 
the omission of Hcl. He reports 61.7 per cent of 
apparent cures of patients treated in all stages 
against 20 per cent apparent cures from six well- 
known sanatoria. Henry J. VANDEN BERG. 


Ely: Diseases of Joints and Bone Marrow. Am. 
J. Surg., 1913, xxvii, 81. By Surg., Gynec. & Obst. 
This article is the beginning of a series. and deals 
with the anatomy, physiology and pathology of 
bones and joints, and with acute arthritis. The 
author bases his conclusions upon clinical observa- 
tion, and laboratory study of about 120 specimens. 
He maintains that there are three active tissues to 
be considered, namely the synovia, the marrow, and 
the inner layer of the periosteum, and four passive 
tissues, the bone, the cartilage, the ligament, and 
the outer layer of the periosteum, which merely 
manifest the changes in the other three. The inner 
layer of the periosteum is similar to the marrow in 
its functions and in its reaction to disease. The 
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quality of the marrow decides the location of certain 
diseases, whether in the shafts or at the ends of the 
long bones. Certain diseases affect by preference 
the synovia; certain others, the marrow; certain 
others the periosteum; certain all three without 
preference. 

The author discounts the importance of fibrin 
precipitation in joint disease, and regards the 
cartilage as an absolute barrier to the progress of 
disease, as long as its nutrition is unimpaired, hence 
maintaining that the cartilage is never incaded 
directly by any morbid process in the joint cavity. 
Any irritation in the joint, mechanical or bacterial, 
causes the synovia to proliferate. 

The subject of acute traumatic (aseptic) arthritis 
closes the article, and some of the more common 
injuries to the joints are described. The changes in 
a joint consequent to a hemorrhage into its cavity 
(in hemophiliacs) are regarded simply as a form of 
traumatic arthritis caused by an irritant. Gout is 
regarded in much the same light. 

The article is illustrated by a number of excellent 
photomicrographs which explain the author’s 
views and make plain his meaning. 


Rich: Considerations Regarding the Pathology 
and Treatment of Some Common Joint Dis- 
eases. Northwest Med., 1913, v, 92. 

Surg., Gynec. & Obst. 


Rich emphasizes the fact that where formerly a 
patient with fever, rapid heart and constitutional 
symptoms accompanying swollen and painful joints, 
was supposed to have rheumatism and was given 
the salicylates, we now consider such as septic, toxic, 
or acute rheumatic arthritis. He says that ideas have 
changed so much that it is almost necessary to re- 
mind the profession that there is a disease, rheumatic 
fever. Under septic arthritis he classifies those 
joint conditions due to infectious agents, with their 
entry through the tonsils, teeth, genito-urinary 
tract, etc. These cases show the fever and chills 
found in all the most acute infections. Several 
joints are generally affected, being tender and 
swollen and sometimes containing pus. Removal 
of the cause gives relief. He reports a case of ty- 
phoid arthritis. The pathology is based on autopsies 
of pneumococcic arthritis cases and he concludes 
that the synovia is most often effective. The 
organisms were found. Many such cases are diag- 
nosed as articular rheumatism. Joint destruction 
is not great. Salicylates do no good. Autogenous 
vaccines constitute the rational treatment. He 
holds that toxic arthritis is due to toxemia from 
intestinal absorption and is of short duration. 
He reports a case in a child cured by high enemas. All 
cases of acute arthritis are treated by fixation in 
plaster for a period longer than is needed for frac- 
tures. The author thinks arthritis deformans a 
malnutritional disorder of bones, principally the 
ends, and should be called osteo arthritis. He says 
there is little atrophy and no constitutional symp- 
toms; also that faulty metabolism, elimination, or 
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internal secretion and the menopause are causative 
agents. Chronic rheumatic arthritis is the terminal 
result of acute rheumatic arthritis of joint, with a 
great atrophy of muscles and is predisposed to early 
life. There is impaired health, irregular progress with 
relapses and periods of improvement. ‘The author 
thinks that the best treatment for arthritis deformans 
is by high colonic flushings of gallons of water daily. 
Intestinal antiseptics help. Deformities should be 
corrected under an anesthetic, if necessary, then 
kept at rest and baked daily inan oven. He claims 
to have had good results from the foregoing treat- 
ment. C. A. STONE. 


Rosenow: The Etiology of Articular and Muscular 
Rheumatism. J. Am. M. Ass., 1913, lx, 1223. 
By Surg., Gynec. & Obst. 


Rosenow in this preliminary note sets forth some 
very interesting results which he obtained in his 
work with the streptococcus group in its relation 
to rheumatism. Recognizing rheumatism as an acute 
infection he states from clinical and experimental 
facts that the etiology must be laid to streptococci 
of some variety but what particular strain is not 
settled. In a series of eight cases of acute articular 
rheumatism, all typical and not unusually severe, 
he isolated organisms corresponding closely to the 
micrococcus rheumaticus from one or more joints, 
and obtained positive blood culture in two out of 
four cases. He isolated similar organisms from 
cultures of tonsils in two cases. Two of his cases 
had distinct muscular and tendinous involvement. 

In a series of experiments on rabbits, guinea 
pigs, white rats, and dogs, he found that these cul- 
tures were of low virulence, midway between the 
streptococcus viridans, and the hemolytic strepto- 
cocci and pneumococci, producing lesions very 
different from the latter, i. e., multiple nonsup- 
purative arthritis, endocarditis, pericarditis and 
myocarditis. Strains of culture obtained from the 
tonsil at the height of the attack gave the same 
results as those from the joint. He points out that 
freshly isolated cultures did not produce abscesses, 
but by passing them through animals abscesses 
were produced. By animal passage and other 
means he converted these strains into typical 
hemolytic streptococci on one hand and pneumococci 
on the other hand. He also found that in the tran- 
sition stages one strain from the joint lost much of 
its affinity for pericardial and articular lesions, but 
acquired pronounced affinity for myocardium and 
skeletal muscles. 

He obtained lesions in the skeletal muscles in 
twelve rabbits, three dogs, and one monkey. He 
describes the lesions as elongated, variable in sizes, 
and running parallel with the muscle fibres. They 
contain a few leucocytes and a large number of living 
cocci. Microscopically they show coagulation 
necrosis of the fibres. The distributions of the 
lesions were most numerous in the tendinous por- 
tions of the extremities and flat muscles of the 
neck and shoulders, corresponding to rheumatism 
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in man. The virulent strains produced hem- 
orrhages into the stomach, deuodenum, sclera, 
retina and iris. In all the animals mild arthritis 
and endocarditis were present, and, in r ost, peri- 
carditis of a mild type. He also emphasizes the 
important réle that cold plays in rheumatism, and 
states that exposure to cold after injections of 
rabbits increased the percentage and degree of the 
joint involvement. Injections of frogs kept at a 
temperature of from 22 to 25° C. with pneumococci, 
ordinary streptococci, and the cocci from rheuma- 
tism, shows that frogs are not susceptible to the 
former but that they succumb to the latter. 

He finds that the rheumatism cocci grow best at 
a low temperature, and this may be one of the rea- 
sons why chilling aggravates so markedly the 
symptoms of rheumatism. J. O. Wattace. 


Lindsay: Rheumatoid Arthritis in Children. 
Edinb. M. J., 1913, X, 332. By Surg., Gynec. & Obst. 


The author believes that true rheumatoid arthritis 
of the atrophic type occurs in children more fre- 
quently than is commonly supposed, and that the 
disease differs in no way from the adult type except 
that it progresses more rapidly, and that glandular 
enlargement is more common. He believes the 
condition described by Still in 1897 and known in 
literature as “‘Still’s disease” is typical atrophic 
rheumatoid arthritis with glandular enlargements. 

He believes this disease is due to infectious or 
toxic causes and calls attention to the fact that 
glandular enlargement is much more pronounced and 
frequent in children following infections or toxemias 
than in adults. He says, ‘‘True osteoarthritis 
(hypertrophic arthritis) of the polyarticular variety 
is met with rarely, if at all, in children.” The 
etiology and mode of onset is practically the same 
as in adults. Females are more frequently affected 
than males. ‘The author describes sixteen cases, 
ten females, six males, between two and fifteen 
years of age, noting particularly the mode of onset. 
Attention is called to the tendency to symmetrical 
involvement of the joints, the marked atrophy, and 
the early tendon contractures. 

Treatment by medicines, mechanical measures, 
diet, massage, local applications, and at spas is 
discussed. Special stress is laid upon complete 
rest of the affected joints, and equable climate, a 
generous diet, especially of milk, cream, butter and 
fats. Syrup ferri iodid, and guaicol carbonat are 
recommended for medicinal treatment. 

Joun L. Porter. 


Ely: Joint Tuberculosis. Jnierst. M. J., 1913, xx, 
334- By Surg., Gynec. & Obst. 


Ely defines joint tuberculosis as a proliferative 
inflammation of the bone marrow and of the synovia 
or one of them characterized by the formation of 
typical tubercles and caused by the tubercle bacillus. 
He asks: Why does tuberculosis affect the ends of 
the long bones and not their shafts? Various un- 
satisfactory answers have been given: (1) Activity 
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of circulation about the centers of growth at the 
ends of bone. This he says is inadequate explana- 
tion as it should apply to other structures in the 
body also. (2) Slowing of the blood stream in the 
capillaries of the spongy bone. If this were the 
case it would also predispose to all other infections. 
(3) Exposure to trauma. This again does not hold. 
Severe injuries never cause the disease. The portion 
of the bone where the disease starts is not exposed 
to trauma. (4) The most widely accepted theory 
is that the arteries are in the epiphysial area end 
arteries and a plug or embolus is supposed to lodge 
in these. Ely says this is a plausible theory but one 
that does not hold; other organs in the body having 
end arteries are not similarly affected, e.g., the brain. 
This theory would deny the possible synovial origin 
of the disease. Also an anastomosis is present in 
the ends of the bones of adults and also in the bones 
of the carpus and tarsus. Here tuberculosis exists. 
Tuberculosis exists in the ribs without regard to end 
arteries. Ely’s explanation lies in none of these 
theories but in the quality of the marrow in the 
region of joints, whichis the red or lymphoid marrow. 
Wherever lymphoid marrow is, here is favorable 
soil for tubercle bacilli. Synovia is also a lymphoid 
structure so particularly vulnerable to tuberculosis. 
Under pathology, he says, the fact must be kept 
prominently in mind that pure tuberculosis remains 
confined to the two lymphoid elements making up 
the joint, mainly the synovia andred marrow. When 
secondary infections enter in, other structures be- 
come involved. Tuberculosis may form in the 
marrow beneath the articular cartilage. Entrance 
to the joint may be attained in two ways, either by 
perforating through the cartilage or burrowing along 
to the edge of the cartilage and so into the joint 
cavity. A healthy cartilage is an absolute bar to 
the progress of the disease. Rarely the inflamma- 
tion may not reach the joint but bursts through 
the periosteum and thence to the surface. Ely says 
the deeper layer of the periosteum may be likened 
to an external layer of marrow and so is open to 
invasion. This deeper layer is continuous with the 
synovia, as the superficial is with the ligaments. 
The synovia is not a distinct structure in itself and 
its limits are hard to define. Purely synovial cases 
are rare in childhood but fairly frequent in adult 
life. The bone itself, he says, is never invaded but 
reacts secondarily to the disease of its contained 
marrow. ‘The cartilage suffers not from the tuber- 
culosis but in nutrition from disease in the subjacent 
marrow. Ely says he has never been able to identify 
the layers of fibrin so often spoken of as being pre- 
cipitated on the cartilage in these cases. The liga- 
ments are only passive in the action. Speaking of 
cold abscesses, he says tubercles are only demon- 
strable in their walls when the abscess becomes 
secondarily infected. 

His symptomatology is the usual one. He brings 
out the point that muscular spasm and muscular 
atrophy are more prominent in the bony type than 
in the synovial. Under diagnosis the usual differ- 
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entiations are made. The test of withdrawing 
fluid and injecting into a guinea pig is mentioned. 
Under prognosis, many things are to be considered 
and all carefully weighed. As regards function it 
is much better in children than in adults. Treat- 
ment, he says. brings us back again to the pathology. 
The two things necessary for the function of a joint 
are synovia and lymphoid marrow. If function be 
removed these two structures disappear. The 
disease dies out with them as they are the soil 
for tuberculosis. Briefly Ely recommends in 
adults radical, and in children conservative, treat- 
ment. Under radical are two operations: resection 
and amputation. The former where practical, the 
latter when indicated by the severity of the disease. 
He can see no advantage in injections of chemicals. 
M. S. HENDERSON. 


Porter: The Treatment of Tuberculous Joints. 
Surg., Gynec. & Obst., 1913, xvi, 334. 
By Surg., Gynec. & Obst. 

The paper is a review of the whole subject and a 
clear statement of the methods of treatment which 
advanced thought is proving to be best. The open- 
ing paragraphs sum up the nature of tuberculous 
joints and the requirements necessary in their treat- 
ment. Porter impresses the three facts that tuber- 
culosis is a self-limited disease, that it always results 
in deformity and disability, and the amount of de- 
formity and disability’ depends on the extent and 
duration of the disease. To combat this disease 
there are three indications of treatment: First, 
increase resistance; second, put the joint in the best 
possible position for future usefulness; and third, 
prevent deformity. 

The various methods of treatment are then taken 
up. Under ‘“‘ Mechanical Treatment” immobiliza- 
tion is given the chief place, and the fact is impressed 
that immobilization must be complete until the 
joint is cured in three to five years. Plaster of 
Paris is efficient in the early stages. Bier’s ob- 
structive hyperemia is mentioned as a probable aid 
when thoroughly and efficiently carried out. Sur- 
gical treatment for fixation of a joint in adults is 
advised; otherwise, surgery should be avoided in 
every possible way. Antiseptic injections are con- 
sidered practically useless. Cold abscesses should 
be left alone unless they interfere with the treatment 
of the joint; then they should be opened, evacuated 
and closed without drainage under aseptic precau- 
tions to prevent secondary infection. Sinuses are 
always the result of secondary infection. They 
should be treated as little as possible, except that 
bismuth paste is useful where there are no large 
cavities. Tuberculin in very small doses may be 
helpful. F. C. Kipner. 
Hoon and Ross: 


Infections of the Hand. Ann. 


Surg., Phila., 1913, lvii, 561. 
pe By Surg., Gynec. & Obst. 


A study of all the cases of infections of the hand 
treated in the German Hospital Dispensary from 
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a I, 1912, to October 1, 1912, ninety cases in 
all. 
The authors followed the treatment advised by 
Kanavel. They found the method so successful 
that they have continued to use it. 

They divided their cases into: 

1. Felon, 9 cases. 

2. Paronychiz, 4 cases. 

3. Carbuncles, furuncles, infected blisters and 
cuts, with other superficial infections. Simple in- 
cision, iodine, and wet dressings prevented superfi- 
cial infections from becoming deep ones in 54 cases. 

4. Deep fascial space and tendon sheath infection; 
twenty-three cases were treated with “gratifying” 
results. 

The anatomy of the fascial spaces where pus might 
accumulate, as described by Kanavel, was made 
use of. 

1. The tendon sheaths of middle, index and ring 
fingers, extending from the distal phalanx to a line 
joining the ulnar end of the distal palmar crease and 
the radial end of the proximal palmar crease— 
“ Kanavel’s Line.” 

2. The tendon sheaths of the flexor longus pollicus 
and radial bursa extends from the base of the distal 
phalanx and when connected to the radial (as it does 
in 19 out of 20 cases, Poirier) it extends to the lower 
end of the radius. 

3. Tendon sheath of the little finger and the 
ulnar bursa, when connected (as they are in 50 per 
—_ extends from distal phalanx to lower end of 
ulna. 

Incisions used in opening fascial spaces and tendon 
sheaths: 

1. Tendon sheaths along proximal and middle 
phalanges are opened laterally. If drainage is in- 
sufficient lateral incision is made along proximal inter- 
phalangeal joint. 

2. The thenar sheath may be split up to a thumb’s 
breadth distal to the anterior annular ligament, to 
avoid cutting motor nerve and loss of apposition of 
the thumb. 

3. The hypothenar sheath may be cut from base of 
little finger to the anterior ligament. 

4. The ulnar or radial bursa above the wrist: one 
incision is made one and a half inches above tip of 
ulnar down to and across flexor surface of ulna. A 
closed hamostat is thrust across both ulna and radius 
and pronator quadratus and a counter incision made 
where hemostat shows beneath skin. The latter 
should be one and a half inches up fore-arm. 

5. The middle palmar space, opened by incising 
into lumbrical canals preferably between middle 
and ring fingers, may be made one and a half thumb 
breadths up palm and a hemostat thrust beneath 
the deep flexors into middle palmar space. 

6. Middle palmar and thenar space: a hamostat 
is pushed through incision just described for opening 
middle palmar space, across the middle metacarpal 
bone and through the thin partition between this 
space and the thenar space and on across the ad- 
ductor transversus muscle to the dorsum between 
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the first and second metacarpals at about middle 
of the second metacarpal. Counter incision is made 
here and drained for eighteen hours. 

7. Mid-palmar combined with subaponeurotic: 
incision is made between middle and ring metacarpal 
where palmar crease crosses, a hemostat is thrust 
to dorsum and counter incision made. 

8. Thenar space, may be opened by one incision 
on radial side of second metacarpal opposite middle 
of bone and on a level with flexor surface. A haemo- 
stat is thrust through into thenar space as far as 
middle metacarpal and no further. 

9. Subaponeurotic space, dorsal 
interosseous spaces. 

10. Hypothenar space, by simple incision. 

The average of the 23 cases was 28 years; and time 
of treatment after onset was 6 days. 

Nitrous oxide and oxygen was used in eighteen 
cases, ether in five. The preliminary bandaging of 
fore-arm with gradual release and irrigations were 
abandoned as unnecessary. In cases of incision of 
tendon sheath the hand and fingers were held in 
extension with a wooden splint until danger of 
prolapse was past. Passive movements were started 
on the second day. Exploratory incisions proved 
free of danger. Hot boric acid dressings for three 
days were followed by dry ones. There was one 
secondary hemorrhage from a digital artery. 

There was perfect restoration of function in eigh- 
teen cases, partial in five which had bone or tendon 
necrosis before treatment. 


incision in 


CONCLUSIONS 


1. In the sixty-seven cases of simple infection all 
were saved from becoming severe. 

2. The relation of the anatomy to infective pro- 
cesses as employed by Kanavel affords simple indi- 
cations for treatment of any infections of these parts. 

3. For the twenty-three cases of deep infection the 
incisions recommended by Kanavel resulted in the 
most perfect restoration of function with the least 
scarring. 

4. Disregard of the danger of opening into unin- 
fected areas caused no harm. Doubtful areas were 
incised before pus filled areas. 

5. Bloodless operative field was unnecessary. 

6. Conservative irrigation did no harm, but just 
as good or better results were obtained by washing 
off what pus could be brought to the surface by gen- 
tle pressure. 

7. Passive movements of fingers in a day or so 
were free of danger and greatly aided after usefulness. 

8. Dorsal incisions were rarely needed. Redness 
and oedema is common and tempts the “uncertain 
practitioner” to incise and poultice pus free 
areas. 

9. Hot wet boric dressings, dorsal splint, flat dam 
rubber drains were used—never tubing. 

to. All cases without necrosis of bone or tendon 
when first seen recovered perfect function. 

Donatp Gorpon. 
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FRACTURES AND DISLOCATIONS 
Estes, Huntington, Walker, Martin and Roberts: 


Fractures; Preliminary Report of Com- 
mittee. Tr. Am. Surg. Ass., 1913, May. 
By Surg., Gynec. & Obst. 


The scope of this investigation includes the fol- 
lowing points: 

1. The value of the treatment of recent closed 
fractures of the long bones by non-operative methods 
and the treatment of the same lesion by operative 
method. 

2. The value of operative and non-operative 
treatment of recent open fractures. 

3. The comparative value of these two methods 
in vicious union and non-union of closed fractures. 

4. The use of the X-ray. 

5. The percentage of patients able to return to 
work without disability. 

A synopsis of the work done by the Committee of 
the British Medical Association is given in some 
detail as follows: 

1. That it is possible to obtain a large per cent of 
good results by either operative or non-operative 
treatment except in fractures of both bones of the 
forearm. 

2. Operative treatment of fractures requiring 
special skill and facilities to prevent sepsis (a con- 
siderable proportion of failure of operative treat- 
ment is due to sepsis). 

3. That the mortality of the operative treatment 
of closed fractures in good hands is_ negligible. 
(However, to those unable to avail themselves of 
the proper asepsis, the non-operative method is 
likely to remain more safe and serviceable.) 

The report next discusses the variable factors 
which must necessarily enter into a statistical study, 
such as local complications with injury to the skin, 
nerves, muscles and blood vessels. 

The paper then discusses the two chief methods of 
non-operative treatment of fractures; namely: 

Prolonged continuous immobilization of the seat 
of fracture and adjacent joints by external applica- 
tion of rigid splints or dressings. This may be 
called the “immobilization” method. 

Immediate gentle massage or friction, relaxation 
of displacing muscles, with almost no fixation, and 
very early mobilization of the neighboring joints. 
This is known as the Lucas-Championierre method. 

In the United States neither of these methods has 
recently been employed, but the intermediate meth- 
od is probably much more frequently adopted in the 
treatment of fractures. 

The report next defined what is meant by non- 
operative treatment, as follows: 

t. Immobilization method. 

2. Mobilization method. 

3. Operative method. This consists of incising 
the soft parts so as to disclose the seat of fracture 
and permit the application of splints, screws or wire 
directly to the fragments. (The treatment of mal- 
union or nonunion of fractures is not discussed.) 


The report next sets forth the difficulties attending 
a statistical analysis, mentioning the fact that for 
such a report to be worth much, surgical attendance 
during the various fractures, should be equally 
skilled, the fractures identical in character and 
situation, and the patients similar in temperament 
and environment. 

X-ray examination should be made, and reduction 
attempted under anesthesia. After a few days the 
reduction should be confirmed by X-ray, and atten- 
tion given to active and passive motion of the joints. 
Prolonged abstinence from weight-bearing must be 
insisted upon in fractures of the lower limb. 

The committee next discusses the following 
questions: 

What should be the routine treatment for the 
average general practitioner and those unskilled in 
surgery as a specialty? 

What should be the routine treatment for the 
trained surgeon with the usual facilities afforded 
by a small or cottage hospital? 

What should be the routine treatment for the 
skilled surgeon with adequate hospital facilities? 

For all three classes of medical attendants the 
committee believes that prolonged immobilization 
with continuous fixation by external splints and ap- 
paratus should be abandoned because of the un- 
favorable complications. This method fortunate- 
ly has long been abandoned by surgical experts. 

For the first class, the committee suggests 
the study of a routine method, midway between that 
of immobilization and mobilization. General 
anesthesia should nearly always be employed in the 
diagnosis and reduction of the fracture. X-ray 
readings should be interpreted only under the direct 
supervision of a man accustomed to both clinical 
and radiographic examination of bone lesions. 

The maintenance of the reduction of the fragments 
should be assured by the physician. Traction, 
splints, or other easily removable and adjustable 
apparatus, should be so arranged as to allow easy 
and frequent inspection of the seat of fracture and 
to permit easy, passive, and slight active movements. 
Molded splints of gauze, gypsum, or other plastic 
material fit well and fulfill the above requirements. 
The watchwords for this first class of practitioners 
are general anesthesia, plastic splints, or traction, 
frictions and frequent inspection, early mobility and 
delay in weight-bearing. 

What should be the routine treatment for the 
trained surgeons restricted by the moderate facilities 
of small or cottage hospitals? Operative treatment 
should be restricted to rebellious fractures. The 
troublesome fractures that may, with propriety, be 
mentioned as probable candidates for operative 
treatment are: 

(1) Fractures of the surgical neck of the humerus, 
(2) T-fractures of the lower end of the humerus, (3) 
fractures of the upper third of the radius, (4) frac- 
tures of the upper third of the radius with disloca- 
tion of the radial head, (5) fractures of the radius and 
ulna in the shafts, (6) fractures of the upper third 
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femur, (7) supra-condyloid fractures of the femur, 
(8) fractures of the tibia and fibula near the ankle 
occasionally. 

Ina general way, it may be said that operative treat- 
ment suggests itself as the preferable method in any 
fractures which cannot be properly reduced and 
retained after reduction. If operative treatment be 
selected, the metal plate under absolute asepsis is 
the final resource, unless open reduction alone, or 
sutures, nails, or screws be effective. The operation 
should be immediate—that is, within a week or ten 
days after the receipt of the injury. 

What should be the routine treatment for the 
skilled surgical experts with adequate hospital facili- 
ties? To this class it makes little difference whether 
the non-operative or operative plan is followed. It 
is probable, though not certain, that consolidation 
of a fracture takes place a little more slowly after 
direct fixation of the fragments with a metal plate 
than in well reduced fractures under non-operative 
treatment. 

There are certain investigations which the com- 
mittee desires the fellows of the association to 
pursue during the next year: 

1. The effect of immediate efficient reduction 
under general anesthesia. 

2. Mobilization with 
Championierre method.) 

3. Molded splints, not circular encasements. 

4. Increasing the full time of convalescence for 
consolidation in fractures of the weight-bearing 
bones. 

5. Fixing standards for the determination of the 
probable period of absence from work demanded by 
treatment, and of the degree of permanent, partial, 
or total disability likely to accrue from particular 
fractures. 

6. The value of straight dorsal splints or the 
plastic palmar splints in fractures of the lower end 
of the radius. 

7. The value of abduction in certain fractures of 
the upper end of the humerus. 

8. The value of heavy weight traction. (Vuck.) 

9. The use of the Thomas knee splint in fractures 
of the shaft of the femur. (Jones.) 

10. The use of an abduction frame in fractures of 
the upper third of the femur. (Jones.) 

11. The value of forced abduction in fractures of 
the femoral neck. (Whitman.) 

12. The use of double traction in fractures of the 
femoral neck. (Maxwell.) Freperick G. Dyas. 


light friction. (Lucas- 


Miller: Primary Traumatic Dorsal Complete 
Radiocarpal Dislocation. Surg., Gynec. & Obst., 
1913, XVi, 400. By Surg., Gynec. & Obst. 

There are fewer than forty reported cases of 
complete dorsal dislocation without fracture. Classi- 
fications are not uniform, and often reports are 
incomplete. Dupuytren denied even the existence 
of this lesion, and gave as his experience that “‘ these 
supposed dislocations of the wrist turn out to be 
fractures.” The injury occurs most often in young 
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male adults — those exposed to acute traumatisms. 
Only one case has been reported above 30 years of 
age. 

To show the screwlike action in its production 
Rydygier and Cameron each recite an instance in 
which the e!bow was fixed against a wall with the 
hand dorsally flexed against a moving wagon. 
Reports in which the hand was bent dorsally have 
been made by Bays, Cooper and others. The pro- 
duction of exactly the same lesion due to volar 
flexion has been reported by von Brunn and Roland. 
Most displacements occur without a break in the 
integument, although this has been noted by 
Coteaud, Korte, and others. This is frequently fol- 
lowed by infection. Ina few instances this lesion was 
diagnosed post-mortem or confirmed by operation. 

In the differential diagnosis the following must 
be excluded: (1) Barton’s fracture; (2) separation of 
radial epiphysis; (3) luxation of carpus; (4) the 
carpus upon the metacarpal; (5) fractures of fore- 
arm; (6) Colles’s fracture. 

Mechanically the most favorable position ob- 
tains with the hand dorsally flexed and _ fingers 
partly contracted —clawlike. ‘The volar tendons 
act as a skid to elevate the carpus out of the radial 
socket. Spasmodic contraction of forearm muscles 
maintains the deformity. Displacement is exactly 
at the radiocarpal joint; the deformity is angular; 
the prominence abrupt. The hand assumes a plane 
parallel but posterior to the forearm. Reduction, 
if not simple, should excite suspicion of some com- 
plication. No mention is made of permanent dis- 
ability. 

The author reports a case as follows: On August 
19, 1910, a young man age 30, while attempting to 
start the motor of a large automobile, felt a sharp 
pain in the region of his right wrist. He was push- 
ing down upon the starting crank. Examination 
showed a backward deformity at the radiocarpal 
joint. Styloid process of both radius and ulna were 
normally located. No crepitus, but pain was 
elicited on motion. Reduction was easily obtained 
by traction. An excellent result was secured. 


SURGERY OF THE BONES, JOINTS, ETC. 


McGlannan: The Open Treatment of Fracture 
of the Femur. Surg., Gynec. & Obst., 1913, xvi, 
420. By Surg., Gynec. & Obst. 


The author points out that the union of a broken 
bone is a vital process, governed by the general 
laws of wound healing, and that good results in open 
treatment do not depend on the endurance and 
resistance of the plates and screws, but rather on 
placing the limb in the position that relaxes the 
muscle and inclines the fractured portion nearest 
a normal line. The plate is an internal splint, one 
whose application directly on the bone makes per- 
fect apposition possible, but whose action is required 
only for the length of time necessary for the forma- 
tion of firm callus. Tension strong enough to break 
the Hanselman silver plate, or great enough to loosen 
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the screws, will prevent bony union although perfect 
approximation is obtained. 

The technique is described in detail. The method 
of securing traction is the only original contribution 
claimed. This is done by passing a long drill 
through the femur above the condyles and making 
traction on this by means of a rope of gauze passed 
across the front of the thigh. The advantages of 
this method are rapid action with employment of 
minimum force, consequently lessened shock. In 
addition the popliteal space is not subjected to 
pressure. In the after care of the patient thyroid 
extract is administered daily from the third to the 
sixth week to influence ossification at the point of 
union. 


Frattin: A New Application of Free Osteoplastic 
Operation in Fixation of Paralytic Foot (Eine 
neue Anwendung der freien Osteoplastik in der Fixa- 
tion des paralytischen Fuszes). Zentralbl. f. Chir., 
1913, xl, 229. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author has carried out an osteoplastic opera- 

tion in the fixation of the ankle of a fifteen year old 
girl, with old spinal infantile paralysis, as follows: 
After a lateral incision, an osteoperiostial lamella of 
sufficient length and maximal thickness of .5 cm. 
was removed with a chisel from the lower part of the 
fibula. This was then placed between the previously 
prepared surfaces of the external malleolus and the 
calcaneus, and was here fastened at both ends with a 
few silk stitches through the periosteum and the 
superficial layers of the bone. The operation was 
carried still further by the freshening of the opposed 
joint surfaces of the os calus and os naviculare, and 
by an approximation with strong silk by means of a 
through and through suture. Moreover, the tendons 
of the tibialis anticus and tibialis posticus were 
fixed in the region of the talocrural joint by simple 
suture in the strongest parts of their previously 
opened sheaths. Seven months after the operation 
the results, so far as appearance and function were 
concerned, were good. BRANDES. 


Schultze: The Treatment of Fracture of the 
Patella; a New Method of Repairing the 
Extensor Muscles (Die Behandlung der Patellarfrak- 
tur; eine neue Methode zur Rekonstruktion des Streck- 
apparates). Zilschr. f. orthop. Chir., 1913, xxxi, 567. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

A separation of the patellar fragment can only 
take place if there is a simultaneous rupture of the 
extensor muscles at the top of the fracture. To 
restore the separated parts to position, the con- 
tinuity of the muscles must also be restored. This 
is accomplished by means of the “forceps technique.” 

The fragments are seized with a Muzeux forceps 

and pressed toward one another in such a way that 

the surfaces which are normally turned toward the 
femur lie almost against each other. With two 


other Muzeux forceps the lateral and median muscles 
of the patella are seized, stretched, and sewn with 
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catgut. Then, after removal of the forceps, the 
fragments are drawn back into their normal position 
and fastened with a periosteal suture. Bony heal- 
ing takes place in this position. The skin is sutured 
and drainage maintained for twenty-four hours. 
On the tenth day, the skin sutures are removed, and 
the twelfth to the fifteenth day, medico-mechanical 
treatment is started. This gives better results 
than massage. In old or refractory cases, the con- 
nective tissue scar is excised and, under some cir- 
cumstances, the fragments are extensively resected. 
Here, too, hypertension and suture of the contractile 
tissues is of great importance. 

In nine cases Schultze obtained good results by 
this method. Of those who were insured against 
accident only one received 30 per cent of his in- 
surance, another only one year’s temporary annuity. 
The oldest patient (62 years) left the hospital after 
twenty-eight days with the knee-function complete- 
ly restored. WITTEK. 


Von Wrzesniowski: Operation and Open Method 
of Treatment in Purulent Fistulous Tuber- 
culosis of the Joints (Operation und offene Be- 
handlungsmethode der eitrigen fistulésen Gelenktu- 
berkulose). Deutscher chir. Kong., 1913. 

_By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The joint should be opened by a long transverse 
incision beginning at the extensor surface and, if 
necessary for a free exposure, bilateral longitudinal 
incisions should be supplemented. The joint is 
then opened by flexion to permit of a thorough in- 
spection of all the parts. The tuberculous foci are 
excised from the bones and the soft parts. Then all 
cavities are thoroughly packed with mull and joint 
extended and immobilized in proper position, avoid- 
ing sutures of any description. At every redressing 
the joint is opened, the gauze removed, and all 
cavities carefully examined for new growths, which 
are excised; the packing is then replaced by fresh 
sterile gauze and the immobilization attended to as 
described supra. ‘The more the granulation tissue 
forms at the base of the wounds, the greater the 
caution to be observed in the flexion of the joint. 

The advantages of this method are: (1) The 
frequent possibility of making amputation unneces- 
sary in old, advanced cases of suppurative tuber- 
culosis of the joints. (2) Prevention of the typical 
resection and shortening of an extremity. (3) The 
possibility of a thorough inspection of the entire 
diseased area at every redressing and the immediate 
excision of any newly formed tuberculous processes. 
(4) The possibility, in nearly all cases, of healing 
the wound without the formation of a fistula that 
so frequently resolves itself into an annoyingly 
prolonged and offensive after-treatment. (5) A 
considerable reduction of pain at the redressings. 

The disadvantages are: (1) Prolonged treatment 
before healing and cicatrization are completed, 
from 3 to 6 months. (2) The final result in the 
majority of cases is a complete ankylosis. 

This method the author has employed, since 
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1gol, in the shoulder, elbow, knee, ankle, Chopart, 
and Lisfranc joints and has had permanent results 
in over 50 per cent of the cases; i. e., there were no 
fistula and no relapses. 


Todd: The End Result of Excision of the Elbow 
for Tuberculosis. Anz. Surg., Phila., 1913, 430. 
By Surg., Gynec. & Obst. 

The difference in opinions held by surgeons as to 
the ultimate state of, or the changes in, a joint nec- 
essary for a cure of tuberculosis, is the excuse offered 
by Todd for a short contribution on this particular 
joint disease. 

The author’s report of a cured tuberculous elbow 
joint without destruction of joint function is not, as 
he states, in refutation of Ely’s contention that 
ankylosis is the essential factor, but merely to show 
that a cure of a tuberculous joint may be effected 
with preservation of joint function. 

Todd dissected the body of a female aged 5 59 years, 
whose death was due to an abscess of the right front- 
al area of the brain. There was an active tubercular 
lesion of the right tarsus and a like lesion of the 
frontal bone on the right side. The right elbow 
joint, previously the seat of tuberculosis, and on 
which a partial excision had been done, showed no 
evidence of the disease. Although the olecranon 
and the entire articular surface of the humerus had 
been entirely removed, the dissection disclosed a 
joint cavity, lined with a synovial membrane, filled 
with synovial fluid. 

Histologic study by Lorrain Smith of the joint 
structures further demonstrated the actual presence 
of a synovial membrane, and the absence of tuber- 
cular disease. Todd is of the opinion that a cure 
of tuberculous joint disease does not necessarily 
call for an obliteration of the joint cavity. 

Wma. Futter. 


K6nig: Clinical and Experimental Observations 
on Ivory Transplantation (Klinische und experi- 
mentelle Beobachtungen iiber Elfenbeinimplantation). 
Deutscher chir. Kong., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In reference to former successful implantations 
KGnig reports on the method of healing and technique. 
With good asepsis, bones and soft parts enter into 
intimate union with the ivory. It is gradually re- 
placed by bone. ‘The behavior of the soft parts is 
particularly important. If, as frequently happens, 
extravasation of blood leads to a fistulous perfora- 
tion, surrounding the ivory with a secondary muscle 
transplantation will be suflicient to close the fistula. 
This of course is not done in infected cases. ‘The 
ivory must be implanted firmly in the bone, and 
closely surrounded with the soft parts. The larger 
joints offer considerable difficulties; in such cases 
the muscles may be sutured directly to a prothesis 
in the ivory. 

The author adds another successful case to those 
previously reported. The case reported in 1912 in 


which the lower jaw was implanted has remained 
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cured. The last case was an ivory implantation 
into the elbow-joint (the trochlea with a piece of 
humerus the width of a hand being removed). The 
patient has been using it for a year. He moves the 
joint, is free from pain, can lift with the arm; and no 
fistula remains. K6nig again recommends ivory for 
implantation in fractures and in bony defects, in- 
cluding joints. 


R6pke: Transplantation of Fat in Joint Surgery 
(Uber die Verwendung freitransplantierten Fettes in 

der Gelenkchirurgie). Deutscher chir. Kong., 1913. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Since his previous report in tort the author has 
been working clinically and experimentally on this 
subject. Clinical observation has shown that flaps 
of fat as large as the palm of the hand may be used 
in joints without any retardation of the healing of 
the wound. The special functionai demands made 
on the fat flaps in the joint causes a different result 
in the regenerative process than if the fat had been 
transplanted into subcutaneous tissue, because there 
is a greater new formation of connective tissue be- 
tween the heavily weighted and moving ends of the 
bone. But in places where the fat is able to persist 
in spite of the functional demands made on it, after 
some degeneration at first, normal fat tissue is found 
again after about two weeks. A further report will 
be given of the finer histological changes. Répke 
operated on thirteen joints and interposed free flaps 
of fat. They were finger, wrist, elbow, shoulder, 
hip and knee joints which came for treatment of 
synostosis and fibrous ankylosis from old disloca- 
tions. He used Kocher’s incision on the elbow- 
joint. There was primary healing in all cases and 
the functional results were good. He used free 
transplantation even in the operative treatment of 
joint tuberculosis and here, as in the other cases, 
obtained healing by first intention and good func- 
tional results. At the hip-joint, after removal of the 
diseased capsule, cleaning out the acetabulum and 
excision of the diseased head, the rest of the neck was 
moulded, the acetabulum filled with a large flap of 
fat and here, as in all other cases, the joint closed up 
and placed at rest in a plaster cast for three weeks. 

After that active movements were begun which 
were gradually combined with other orthopeedic 
methods. Very vigorous movements are not to be 
undertaken the first few weeks, in order to avoid 
haemorrhage by tearing loose the flaps and thus in- 
terrupt active motion. In the knee-joint two lateral 
incisions, convex-posteriorly, and a T-shaped inci- 
sion in the fascia are made. The lateral ligaments 
are separated from the epicondyles of the femur, the 
diseased capsule removed, the joint surface of the 
patella and the femur and the condyles of the tibia 
excised in a crescent shape. An intercondylar fossa 
is then made in the femur, the tibial condyles hol- 
lowed out and the eminentia capitata restored, a fat 
flap as large as the palm of the hand is drawn over 
the femur, another of equal size is fixed by sutures 
in the upper concavity, the lateral ligaments sutured 
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and the joint closed. After three weeks in a plaster 
cast, active movements are begun with massage of 
the very much atrophied extensor muscles. The 
position of the leg is excellent and since the extensors 
have not been injured in any way by the operation, 
eight weeks afterward the leg can be completely 
extended and motion take place through an angle of 
45°. Ina case of elbow-joint tuberculosis with old 
cicatrices from a fistula, the interposition of fat 
proved a very good method. Répke, on the 
gcound of his clinical and experimental investiga- 
tions, recommends transplantated fat flaps as excel- 
lent material for interposition in joint surgery, even 
in cases where tuberculosis is present. 


Lexer: Re-transplantation of Joint-Bones: 
Arthro-autoplasty (Riickverpflanzung von Gelen- 
keilen: Gelenkautoplastik). Zentralbl. f. Chir., 1913, 
xl, 603. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In luxation fractures which were formerly treated 
by removing all dislocated pieces of bone and those 
completely separated from their surrounding tissues, 
the author recommends autoplastic implantation of 
such bones, reconstructing the normal anatomical 
relations as well as possible. The growth of such 
implantations is made difficult because the frag- 
ments are not placed in normal tissues. In the 
recent cases, the tissues are poorly nourished on 
account of the hemorrhages and contusions; in old 
cases, extensive cicatrizations interfered with the 
blood supply of the segments implanted. The 
attempt should always be made, as in the worst 
cases (necrosis of the implanted parts) the result 
will be as good as the immediate removal of such 
parts would produce. 

The author operated two such cases to date. The 
first case was an elbow-joint fracture and dislocation 
of two months standing. The completely separated 
fragment was restored to its normal location and 
held in place by a peg made of horn. The result 
was good functionally. The second case was a 
luxation and fracture of the humerus. The line of 
the fracture extended obliquely below the surgical 
neck. The completely separated fragment was 
fastened to its normal location on the humerus by 
silver wire and then the luxation was replaced. The 
result promises to be good, though the after-treat- 
ment is not completed. Von TAPPEINER. 


Allison: The Results Obtained by Implantation 
of Silk Tendons in the Residual Paralysis of 
Poliomyelitis. Am.J.Orthop. Surg., 1913, X, 519. 

By Surg., Gynec. & Obst. 


The author discusses the operations used to pro- 


duce stability in flail joints. Arthrodesis has lost 
its vogue, due to the poor results that have followed 
its use in children. Lange and Lorenz are both of 
the opinion that it should not be done before the pa- 
tient has reached the twentieth year; then, also, the 
joint function of the articulation to be stiffened 
should be carefully considered. Considerable suc- 
cess has followed the use of silk check ligaments. 
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The author finds that best results follow the im- 
plantation of these silk cords in the sheath of 
paralyzed muscle tendons. For anterior leg paraly- 
sis, the silk is passed up the sheath of the tibialis- 
anticus and peroneus-tertius, making a loop through 
the tarsus, it is sutured to the tibial periosteum. A 
similar operation is done for paralysis of the gastroc- 
nemius; here the silk is passed through two drill 
holes in the os calcis and up the sheath of the tendo- 
Achilles. Experimental study of the behavior of 
Microscopic 
The author reports 


this silk in the tissues is reported. 
study of two specimens given. 
results in twenty-five cases. 


Treatment of Volkmann’s Contrac- 
Ann. Surg., Phila., 1913, lvii, 555. 

By Surg., Gynec. & Obst. 

Alexander briefly discusses the pathology and 
various methods of treatment which have been sug- 
gested for Volkmann’s contracture. Two cases are 
reported and the apparatus used by him is described. 
The author mentions the theories of the pathology 
of the condition: (1) that it is a contracture myositis 
(Volkmann); (2) that it is primarily muscular in 
origin with a secondary nerve involvement; (3) that 
the nerves are primarily at fault. Alexander be- 
lieves with Thomas that the nerve involvement is 
not a necessary factor, but that a secondary in- 
volvement of the nerves in a connective tissue over- 
growth may account for the disturbances of sensa- 
tion and atrophy of muscles of the hand as seen in 
Volkmann’s contracture. 

The disadvantages of various methods of treat- 
ment are given. Alexander objects to stretching 
the contracted muscles under anesthesia, because 
of danger of fracturing bones or rupturing tendons. 
Direct tendon lengthening is objected to because of 
danger of infection, possibility of adhesions around 
tendons, and length of time required to perform 
operation. Disadvantages of resection of bone are: 
(1) Weakening of extensor tendons; (2) deformity, 
(3) liability of nonunion; (4) infection. 

The author has treated his cases with mechanical 
appliances, electricity, and massage. The appara- 
tus consists of two parts. The first part is a leather 
casing encircling the lower half of the forearm. 
There is a reinforcing steel bar on each side of the 
forearm. The second part consists of a leather 
covered steel plate fitted to the palm of the hand and 
fingers. The dorsum of the hand is covered with a 
leather strap. Extending from the palmar plate to 
the bars on either side of the forearm cuff, there are 
two arched bars. At the joint formed by the two 
sets of bars there is a lever and a quick screw. 
Leather straps extend from dorsum of hand to upper 
end of cuff. By use of the screw the extension can 
be increased. 

The cases to which this method was applied were 
fractures of the elbow which had been previously 
treated with anterior right angle splints. At the end 
of twelve weeks both patients were able to flex and 
extend the fingers and wrist. IstporE CouHN. 
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Slawinski: Technique of the Movable Stump in 
Amputations (Zur Technik des beweglichen Stump- 
fes bei Amputationen). Zentralbl. f. Chir., 1913, xl, 
459- By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Utilizing the definite kineplastic method of 
Vaughetti, Slawinski describes an amputation of 
the forearm by which the muscle power was re- 
tained by giving the patient a movable stump. The 
operation became necessary on account of chronic 
unyielding carpal tuberculosis. 

The amputation was performed at the junction of 
the middle and lower third of the forearm, making a 
circular incision and two lateral longitudinal in- 
cisions, 7-8 cm. long. The lower half of these 
lateral incisions extends down only to the muscles, 
the upper half to the periosteum, in order to loosen 
the extensor and flexor muscles from the periosteum 
for a distance of about 3 cm.; at the same point the 
periosteum and bones were resected for 3 cm. The 
pieces of bone which remained in the stump, at this 
point, therefore had no direct connection with the 
upper portion of the forearm. In order to main- 
tain the pseudo-arthrosis which had thus been 
formed, the defect was filled in by muscle substance. 
On the dorsal surface of the radius, the musculus 
abductor pollicis longus was exposed, placed between 
the fragments of the bone and sutured to the volar 
surface; the musculus flexor ulnaris interior was 
introduced between the fragments of the ulna and 
fastened to the posterior surface. Further, in the 
stump itself, the ends of the extensor and flexor 
muscles were joined over the bone and sutured. 
Fascia and skin were then sutured independently. 

In spite of the resulting muscular atrophy, the 
stumps can be flexed as well as extended. — Hesse. 


Jackson: Amputation Flaps. Swrg., Gynec. & Obst., 
1913, XVi, 432. By Surg., Gynec. & Obst. 
Jackson criticizes the present method of making 
flaps in amputations of the extremities. With the 
usual flap any of the following results are liable to be 
obtained: (1) The end of the bone is covered only 
by skin, superficial fascia leaving a conical stump; 
(2) tight skin over the stump; (3) retraction of the 
center leaving a fossa to collect dirt and infection. 
He suggests the following plan in making amputa- 
tion flaps. Incision is made through the skin, the 
muscle and fascia. This is dissected back by cut- 
ting obliquely through the muscle, making a conical 
flap. The bone is amputated at the upper end of the 
reflected flap, the vessels tied and dead spaces 
closed. The flap is sutured over the stump by 
catching the deep fascia first, covering all raw 
muscular fibers with fascia. 

The advantages of this flap are: (1) Anatomical, 
muscle covered by deep fascia, skin separate and 
movable. (2) No retraction of skin and formation 
of creases or fosse for dirt. (3) Fascia holding 
muscles uniformly over end of stump prevents fascial 
retraction and conical stump. (4) Bone covered by 
muscle and fascia, preventing fixation to skin. 

Epwarp L. CorneLt. 
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DISEASES AND DEFORMITIES OF THE SPINE 


Murphy: Impacted Fracture of the Body of the 
First Lumbar Vertebra; Laminectomy; Rapid 
Recovery Following Decompression of the 
Cord. Surgical Clinics of John B. Murphy, 1913, ii, 
No. 2. By Surg., Gynec. & Obst. 


While walking in his sleep, a man of 35 fell a dis- 
tance of about 12 feet, striking on his buttocks. He 
was unable to get up on account of pain in back; 
was able to move his legs, but it hurt him to do so. 
When put back to bed, his doctor found a prom- 
inence of the last dorsal and first lumbar vertebre, 
with ecchymosis. Examination showed no paralysis 
but loss of sensation over buttocks, perineum, scro- 
tum, and back of thighs, as far as knee; no loss of 
sensation in front of thigh; no girdle pain and no 
annular paralysis. Since accident he had to be 
catheterized thrice daily. For the past week or two 
control over bladder seemed to be returning. For 
the first four or five days had great trouble in getting 
his bowels to move; since then had had involuntary 
evacuations. For past week was getting a little con- 
trol over sphincter. Examination revealed a prom- 
inence of the eleventh and twelfth dorsal and first 
lumbar spines. No paralysis of muscles of thighs, 
but calf muscles felt flabby. Tactile sensation 
absent over glutei and diminished on back of thighs. 
Superficial reflexes present. Left knee-jerk exag- 
gerated; right slow and scarcely perceptible. 

Operation showed a pronounced luxation forward 
of the first lumbar vertebr: the angulation was so 
sharp and the cord compressed so much it seemed 
strange there was no complete paralysis. The 
spinous process and lamine were removed from the 
first lumbar vertebra so the cord was perfectly free 
behind the zone of compression. The muscles were 
sutured across the spinal column with catgut, and 
outside this the lumbar fascia sutured, also with 
catgut, making an accurate apposition. The dura 
was not opened. Patient left hospital within five 
weeks, wearing a leather jacket. Two months later 
he returned for examination. He had regained 
complete control of his sphincters and of all muscle 
power, except that he could not raise himself on his 
toes. He returned again after two more months. 
He could not raise himself on his toes, but in about 
five months after the operation he had entirely re- 
covered from his injury, still wearing the leather 
jacket. L. J. 


Hatch: The Use of Corrective Plaster Jackets in 
the Treatment of Scoliosis. New Orleans M. & 
S..J., 1983, Iv, 775. By Surg., Gynec. & Obst. 

Scoliosis is considered from the standpoint of the 
general practitioner, to whom suggestions regarding 
early diagnosis and proper disposition of patients 
are given. 


Technique is considered in part; two cases are 
reported and four illustrations appear. 

The value of preliminary exercises over a period 
of a month before corrective plaster jackets are 
used is advised. The jacket is put on in suspension, 
“first getting the patient in as good a sitting pos- 
ture as possible on an adjustable seat. . . Rotation 
is corrected by bands pulling in alternate directions, 
with as much force as the patient can stand.” The 
author claims good results if sufficient time and 
attention are given these cases. H. B. Tuomas. 


Albee: An Experimental Study of Bone Growth 
and the Spinal Bone Transplant. J. Am. M. 
Ass., 1913, Ix, 1044. By Surg., Gynec. & Obst. 

Albee presents in this paper ‘deductions and 
conclusions” based upon experimental operations on 
thirteen dogs, reported in full, in conjunction with a 
clinical experience gained from 130 bone-grafting 
operations on the human subject. He concerns 
himself chiefly with the operation of transplanting 
a wedge-shaped strip of tibia into a trough formed 
by splitting the spinous processes, in Pott’s disease. 
The article is illustrated with photographs of 
specimens showing end results. 

According to Albee a bone transplant may act 
efficiently either by healing solidly in place and 
remaining in toto, or by serving as an “osteocon- 
ductive scaffold” and becoming absorbed. If the 
graft is to live, he says, the blood supply contacts 


must be of favorable character and numerously 


distributed along its whole extent. It apparently 
acts always as a stimulant to osteogenesis on the 
part of the bone into which it is transplanted. 
Periosteum and marrow substance on the bone graft 
may serve an important réle in aiding to establish an 
early and abundant supply, but transplants without 
periosteum give good results. In the dog the spinal 
graft loses its identity at about the fourth month, 
but a bony bridge remains. Albee states that he 
was unable to produce a bony bridge between 
vertebra experimentally by the method of breaking 
down the spinous processes one upon the other 
(Hibbs), or by the insertion of periosteum. 

The author had successful experimental results 
with grafts which had been kept in normal saline 
at a low temperature for as long as a week, and 
portions of a transplant became united to the 
recipient bone even in the presence of active sepsis. 
Grafts from another species did not take. He 
considers that its germ-resisting property and its 
early adhesion, by bony growth, to bone with which 
it is in contact, makes the bone graft superior to 
metal internal splints, which favor sepsis and 
induce bony absorption. 

The conflict between the ideas of Macewen and 
commonly accepted opinions as to the osteogenetic 
function of periosteum Albee explains by stating 


that the outer layer of periosteum is largely con- 
nective tissue, and that the active osteogenetic 
cells are in intimate contact with the surface of 
the bone. Dissection with a blunt instrument is 
not likely to be deep enough to include this osteo- 
genetic layer. He advises accordingly the use of 
a sharp periosteum elevator in bone resection. 
ALBERT EHRENFRIED. 


MALFORMATIONS AND DEFORMITIES 


Eikenbary: The Correction of Congenital Equi- 
novarus. Northwest Med., 1913, v, 97. 
By Surg., Gynec. & Obst. 


Eikenbary says that in his series of thirty-six 
cases, twenty had been previously operated without 
permanent correction, which proves the treatment 
in many cases is faulty. The causes of failure 
are: first, lack of overcorrection; second, retention 
of the support for too short a time. The proper 
time is until the child is walking for at least a year 
after final correction. Treatment is best begun at 
once after birth and can often be accomplished by 
a series of casts extending to above knee and without 
operation. Correct varus and adduction; first cut 
Achilles if need be. He believes that in severe cases 
in babies and in all after one year, forcible complete 
correction under anesthetic should be done, working 
with the foot until it is flabby before applying plas- 
ter. He says the idea that Phelps’ operation cor- 
rects more quickly is wrong, for support for a long 
time is necessary and besides it has the disadvantage 
of leaving a foot predisposed to become a flatfoot. 
He prefers to remove a wedge of bone from the 
outside of foot, thinking it much superior to Phelps’ 
procedure. In the thirty-six cases, nine were dis- 
charged without supports, remaining corrected 
now for periods ranging from three months to 
three years. Three still wear supports. The above 
twelve began treatment under five weeks of age; 
eight were three to eighteen months, all corrected 
under anesthesia tenotomy of Achilles only; five 
were cured; three still wear supports. Seven were 
two to five years. Overcorrection in one operation. 
Three are cured, two wear plaster, one wears noth- 
ing and tends to relapse, the other has been lost 
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Chiari: Contribution to the Study of Free 
Transplantation of Fascia in the Human 
Organism (Ein Beitrag zu der Kenntnis des Ver- 
haltens frei transplantierter Fascie im  mensch- 
lichen Organismus). Wien. klin. Wchnschr, 1913, 
xxvi, 287. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


‘The author had an opportunity to examine 
microscopically, very carefully, a piece of fascia, 
taken from the thigh, 8 cm. in diameter, which had 
been transplanted to cover a defect in the dura after 
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sight of. Six were five to eleven years. Two only 
Achilles divided, four had tenotomy plus removal 
of wedge of bone from outside of foot. ‘Two were 
cured; four under treatment. Two fourteen year 
old cases had Achilles cut; one cured, one wearing 
plaster. One twenty-two year old case of moderate 
deformity had great force used upon it by the 
bloodless method. Eikenbary says, though the 
result is perfect, he would do an open operation 
next time. Concluding, he says, there are no 
incurable cases of congenital equinovarus. 
C. A. STONE. 


Sever: Coxa Vara; Some Observations on This 
Condition with Especial Reference to the 
Question of Spontaneous Recovery from This 
Deformity. Bosion M.& S. J., 1913, clxviii, 495. 

By Surg., Gynec. & Obst. 

Sever cites nine cases of coxa vara accompanying 
knock-knees or bow-legs in which rachitis is the 
underlying cause. With the exception of one case, 
treatment was resorted to only for the knock-knees 
and bow-legs. The result obtained for the coxa 
vara condition was equally as good as in the one 
case receiving the usual treatment. It seems that 
as the coxa vara tends to return to normal, any 
restoration of the lower legs toward a normal weight 
bearing line would also have a favorable influence 
in hastening the above tendency. 

The author’s conclusions are: 

1. Rachitic coxa vara is a frequent and con- 
comitant condition of knock-knees and bow-legs, 
but may exist independently. 

2. In this series of cases it was observed to a great- 
er degree in knock-knees than in bow-legs. 

3. The condition apparently needs no treatment. 

4. The correction of a co-existing condition of 
knock-knees or bow-legs may hasten the process of 
recovery from coxa vara. This statement is made 


without evidence to support it. 

5. In all cases there is a tendency to spontaneous 
recovery and a restoration toward the normal angle 
of the neck of the femur without treatment, with no 
cessation from use or weight bearing. 

6. There is probably very little or no permanent 
C. M. Jacoss. 


disability in the average case. 


AND APPENDAGES 


extirpation of a tumor and had to be removed after 
sixty days because of a recurrence. The piece of 
fascia showed areas of severe injury in the form of 
hemorrhages, swelling and liquefaction of some of 
the fibre bundles; large areas, however, remained 
alive, which was shown by the good staining ability 
of the tissues and the nuclei, as well as by definite 
signs of circulation formation. The nourishment of 
the transplant was provided especially by granula- 
tion tissue which had spread from the edge over the 
WorTMANN. 


same. 
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CLINICAL ENTITIES — TUMORS, ULCERS, AB- 
SCESSES, ETC. 


Hoffman: The Menace of Cancer. Jr. Am. Gynec. 
Ass., 1913, May. By Surg., Gynec. & Obst. 


On the basis of trustworthy official data, it was 
safe to estimate the annual mortality from cancer in 
the United States as 75,000 and in the civilized 
world at half a million. The cancer death rate in the 
United States was increasing at the rate of 214 per 
cent per annum anda corresponding increase was tak- 
ing place practically throughout the civilized world. 
The average age of death from cancer in all forms 
was 59 years, or respectively 60.4 per cent years for 
males and 58.2 per cent for females. Cancer was 
largely a disease of adult life and the total mortality 
from cancer, 90.7 per cent, were deaths of ages of 40 
and over. The male cancer death rate in the 
United States, ages 25 and over, had increased 29 
per cent during the last decade and the female can- 
cer death rate had increased 23 per cent. On the 
basis of past experience, the distribution of cancer 
deaths in the United States during 1913 would 
be about as follows: Cancer of the stomach and 
liver 30,105; cancer of the female generative organs 
11,235; cancer of the rectum, intestines and peri- 
toneum, 9,608; cancer of the breast, 6,817; cancer of 
the mouth, tongue, etc., 2,880; cancer of the skin, 
2,670; and cancers of other organs and parts, 
11,685. 

These statistics fully sustained the conclusion 
that cancer was a most serious menace to the 
American people and that the tendency was toward 
an increase in the mortality, regardless of the cancer 
deaths prevented by early surgical operation. The 
cancer death rate of large American cities had in- 
creased from 37.2 per one hundred thousand popu- 
lation during the five years ending with 1876 to 
80.5 per cent during the five years ending with ro11. 
The cancer death rate of the city of New York had 
increased from 37.5 per one hundred thousand of 
population during the three years ending with 1872, 
to 81.4 during the five years ending with 1912. The 
corresponding increase in the cancer death rate of 
Philadelphia during the same period of time had 
been from 41.3 to 86.3 per cent. At ages 60 and 
over in the state of Massachusetts, the mortality 
from cancer of the external organs for males had 
increased from a rate of 65.1 during the five years 
ending with 1910. The corresponding increase for 
females aged 60 and over had been from 85.6 per 
cent to 122.3 per cent. Aside from the observed 
increase in the mortality from cancer, there had 
been an increase in the mortality from biliary calculi 
in the registration area of the United States from 
1.5 per cent per one hundred thousand of popula- 
tion in 1900 to 3.0 per cent in 1911. All the facts 
available for the different sections of the country 


and the principal cities throughout the world sus- 
tained the conclusion, without qualification, that the 
menace of cancer was much more serious at the 
present time than it had been in the past. 

The only hope for the patient lay in the early 
possible recognition of the symptoms of cancer, when 
operative treatment was a comparatively easy 
matter. 


Walker and Whittingham: The Effect of General 
Contraction of the Peripheral Blood-vessels 
upon Mouse Cancers. Lancet, Lond., 1913, 
clxxxiv, 1010. By Surg., Gynec. & Obst. 


The liquefaction and final disappearance of 
tumors in mice are obtained by the intravenous 
injection of various highly toxic materials. The 
theory of the treatment is based upon Ehrlich’s 
statement that tumor cells possess a much greater 
avidity for oxygen and nourishment than do the 
cells of normal tissue. In the case of all these experi- 
ments the useful dose of the “‘compound” is nearly 
as great as that which kills the animal outright, and 
must be injected directly into the circulation. The 
immediate effect of the ‘‘compounds”’ injected by 
Neuberg and his collaborators is described as a con- 
traction of the blood-vessels of the body and a dila- 
tation of those of the tumor. The dilatation and 
contraction of blood-vessels is controlled by the 
nerves, and hence it is possible that when these 
poisonous substances are introduced into the circu- 
lation the immediate result is the contraction of 
the blood-vessels generally, excepting, of course, 
those in the tumors, through the action of the 
compounds upon the nervous system. The blood 
vessels and spaces in the tumor, owing to the 
increased pressure produced by the contraction of 
the vessels of the body, are passively dilated. The 
poisonous compounds, having been introduced 
directly into the blood stream, would thus act far 
more upon the tumor cells than upon those in the 
body generally, and as they are described as being 
very unstable they would tend to break down before 
the blood-vessels of the body again dilated. 

The authors injected mice, in which tumors 
had been produced by grafting, with various sub- 
stances which produce a rise in the blood pressure 
and a contraction of the vessels in the body general- 
ly. The two substances with which the best results 
were obtained were “‘ernutin,” a preparation made 
from ergot, and pituitary extract. The authors give 
in detail their results from the use of these two sub- 
stances and think that, in view of their work, these 
two substances produced somewhat similar results 
to those used by Wassermann and by Neuberg and 
his collaborators. In the case of the pituitary ex- 


tract, where the dose was larger and more injections 
were given, necrosis was induced as well as hemor- 
rhages, and the growth of the tumor was appar- 
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ently checked in a large proportion of cases. But 
there is no suggestion that there was any specific 
action upon the cancer cells. They think that the 
results obtained with the other substances used by 
Wassermann and Neuberg and his collaborators 
are also mechanical, although, as the substances they 
used were highly toxic, their results, in the case of the 
animals that survived the treatment, were more 
perfect. It seems possible that something might 
be done towards producing an effect upon cancer 
cells by injecting substances which will tend to kill 
the cells, in combination with something which will 
contract the blood-vessels, such as pituitary extract 
and ernutin. Donatp C. BALFourR. 


Rous: False Transitions Between Normal and 
Cancerous Epithelium. J. Exp. Med., 1913, 
Xvii, 494. By Surg., Gynec. & Obst. 

The question as to whether there is a true transi- 
tion between normal and cancer cells has been much 
debated on account of its bearing on the theory 
that cancer originates directly from the normal cells 
among which it arises, certain investigators holding 
that this does occur. Rous presents a number of 
photo-micrographs of sections showing apparent 
union and transition. The sections were taken from 
rats in which cancer tissue had been implanted on 
exposed surfaces made by removing a disc of skin, 
and show how deceptive these transition pictures 
may be. 

Rous does not affirm or deny the existence of 
transition, but presents the article and photographs 
merely for the purpose of drawing attention to the 
greater caution necessary in interpreting the histo- 
logical appearances of transition between normal and 
carcinomatous epithelium. James F. 


Tytler: A Transplantable New Growth of the 
Fowl Producing Cartilage and Bone. J. Exp. 
Med., 1913, xvii, 466. By Surg., Gynec. & Obst. 

Tytler has successfully transplanted on osteo- 
chondrosarcoma of the common fowl, designated as 
Chicken Tumor VII. He has transplanted it to 
seven successive series of hosts. The original 
growth contained bone and cartilage and was 
attached to the sternal keel of an otherwise healthy 
chicken. In the growths derived from its trans- 
plantation cartilage is regularly laid down, followed 
by bone if the host lives long enough. ‘The pre- 
chondral tissue consists of spindle-shaped or 
multipolar cells of the fibroblastic type. The 
histological character and behavior of this pre- 
chondral tissue shows it to be sarcomatous, and 
this is further proven by the occurrence of meta- 
stases in one case. 

The tumor could not be transferred to pigeons, 
but grew readily in two alien breeds of chickens. 
Re-inoculation experiments suggest the occur- 
rence of a natural individual immunity, and of a 
certain degree of acquired resistance. The tumor 
has been transferred by means of the filtrate from a 
Berkefeld filter. James F. 
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Davis: The Transplantation of Rib Cartilage 
into Pedunculated Skin Flaps; An Experi- 
mental Study. Bull. Johns Hopkins Hosp., 1913, 
xxiv, 116. By Surg., Gynec. & Obst. 


In the correction of mutilations or defects, such 
as those which involve the ears or nose, it is often 
requisite to use flaps of tissue with skin on both 
sides. These flaps can be secured in many ways, but 
Davis believes the factor of chief importance is to 
provide a framework to support the flap which will 
secure the desired contour, and at the same time 
prevent shrinkage. ‘The ideal substance for this 
purpose is readily seen to be a material which will 
not act as a foreign body, one which is easily obtain- 
able, is rigid enough for the purpose and at the same 
time can be shaped as desired. In seeking for some 
suitable tissue in the body which would fulfill these 
requirements, the author was led to undertake the 
experiments with costal cartilage which are outlined 
in this article. 

Twenty-four experiments were carried out on 
fifteen dogs. The cartilage was obtained from the 
cartilaginous ribs. The perichondrium was_ not 
disturbed except when shaping was done. The car- 
tilage was either imbedded in a thin layer of subcu- 
taneous fat, or was placed in a pocket burrowed in the 
subcutaneous tissue itself, or was surrounded by 
the skin after the subcutaneous tissue had been 
removed. He varied the location and shape of the 
cartilage in the different flaps. In some it was 
placed parallel to the base of the flap and in others 
vertically, and in different parts of the flap. In still 
others it was placed diagonally across the flap. The 
pieces of cartilage used varied in length from 114 to 
7 cm. They were allowed to remain in the flaps 
from 7 to 120 days. Macroscopic examination at 
the end of this period showed in every instance that 
the squarely cut ends of the transplanted cartilage 
had become slightly rounded. The healing was 
reactionless and the cartilage did not act as a foreign 
body. The measurements of the cartilage when 
removed from the flap differed very little, if at all, 
from those taken at the time of transplantation. 

Microscopic examination showed the transplanted 
cartilage surrounded by a loose connective tissue 
zone containing blood-vessels, which were more or 
less abundant according to the length of time after 
transplantation. The cartilage cells appeared 
normal and there were no signs of degeneration or 
absorption. 

From the results which Davis has obtained in 
these experiments and from clinical experience, he 
feels sure that the transplantation of rib cartilage 
into skin flaps is a safe and promising procedure. 
He suggests that cartilage can be used with advan- 
tage in otoplasty, in the restorative operations made 
necessary by traumatism and disease. In microtia 


also much can be done, by the transference of a flap 
thus supported, in improving the condition due to 
arrested development. In rhinoplasty the cartilage 
support can be placed in a double-faced skin flap 
from a distant part when it is formed, or can be 
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inserted after the flap is in its new position. It is 
especially advantageous in the correction of saddle 
nose. 

As to the fate of the transplanted cartilage in these 
experiments as far as can be seen the cartilage lives, 
is properly nourished and does not act as a foreign 
body. There has been no increase in length in any 
of the pieces transplanted. There is practically no 
absorption and there are no signs of degeneration, 
either macroscopically or microscopically. The 
cartilage shrinks very little, if any, up to four 
months, which is the longest period in the series, 
and it seems reasonable to believe that it will con- 
tinue to be nourished and will live and act as a 
support as long as needed. GeorcE E. BEItsy. 


SERA, VACCINES, AND FERMENTS 


Kocher: Further Observations on the Treatment 
of Tetanus with Magnesium Sulphate (Weitere 
Beobachtungen iiber die Heilung des Tetanus mit 
Cor.-Bl. f. schweiz. Arzte, 1913, 
. 

_ By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

This paper is a detailed communication regarding 
three further severe cases of tetanus, which were 
treated by intradural injection of magnesium 
sulphate. Two of the cases recovered. 

The third was the case of a five and a half year old 
child, with ‘‘Ablederung of the Vola manus” — an 
injury which showed an extraordinarily favorable 
nutritive substratum for the tetanus bacillus after 
an eight-day incubation. As a result there was here 
a rapid development of tetanus in its most virulent 
form, in which the muscles of the head, back and 
thorax were especially attacked with cramps. As 
an associated cause of death, the autopsy showed a 
thrombosis of the sinus longitudinalis, of the left 
sinus transversus, of the superficial cerebral veins, 
and of the branches of the pulmonary vein of the 
right lower lobe. A tracheitis necrotica which had 
reached the main bronchial tubes is to be regarded 
as the result of a local injury through a tracheotomy, 
due to the author’s use of oxygen insufflation follow- 
ing a threatening cessation of respiration. 

A 2-10 cc. of a 15 per cent magnesium sulphate 
solution was used for injection, according to the 
age of the patient and the violence of the spasms. 
Occasionally several injections a day were required. 
The injection is indicated with the appearance of 
muscular spasms, and with continued rigidity only 
where respiration is markedly inhibited by the rigor 
of the throat, abdomen and thorax muscles. In the 
cases observed, a cessation of the cramps, relaxation 
and sleep appeared after a short time, — occasionally 
after only a few minutes. The effect of this intra- 
dural injection of magnesium sulphate depends upon 
local processes. The position of the patient wields 
a great influence over the manner in which this 
spreads, so that if the patient is placed horizontally, 
or if the head is placed a little lower, a deep sleep 
appears after a very brief time. This effect is also 
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seen if the head is not lowered until some time after 
the injection. By an examination of the spinal cord 
of the child which had died of tetanus, Biirgi was 
able to demonstrate the presence of the magnesium 
salt in the nervous tissue, and he found that the 
content decreased from above downward. This 
tallies exactly with the clinical observations on the 
influence of position on the extension of the action. 
The significance of this lies in the fact that the 
physician may thus regulate the distribution of the 
drug. Kocher recommends that one strive to secure 
a cerebral effect from the first where the muscles of 
the head and chest are involved. Where the respira- 
tory center tends to become dangerously involved, 
there are certain remedies, such as the washing of 
the subarachnoid space with salt solution, and 
insufflation of oxygen or air. The author performed 
tracheotomy in all three cases and_ insufflated 
oxygen. According to a communication from 
Meltzer, however, a sustained insufflation under 
15-20 mm. mercury pressure is preferable, because 
in that case the carbonic acid is more quickly 
expelled. A prophylactic physostigmin injection, 
or even a prophylactic tracheotomy may be con- 
sidered, in order that, in case of necessity, oxygen or 
air may be immediately administered. 
WorTMANN. 


McCord: The Employment of Protective Enzymes 
of the Blood as a Means of Extracorporeal 
Diagnosis. Surg., Gynec. & Obst., 1913, xvi, 418. 

By Surg., Gynec. & Obst. 


On the parenteral introduction into the blood of 
substances different in structural form from such as 
normally occur, there arise enzymes capable of 
disintegrating these foreign materials, and trans- 
forming them into forms not qualitatively different 
from normal blood constituents. The portals of 
entry for such materials are: (1) overloading the 
intestinal tract, so that some food passes through 
the enteric barrier in a complex form; (2) from 
intravenous and intra-abdominal injections; (3) 
or from the organs of the body, which from their 
individual specific nature when thrown into the 
circulation as unchanged albumens, are no less 
foreign than parenteral injections. This formation 
of protective enzymes is involved in the phenomena 
of sensitization, anaphylaxis, and immunity. Such 
an enzyme cleavage of proteins underlies the various 
cutaneous reactions such as lepro-diagnosis, tuber- 
culin reactions, and the cutaneous diagnosis of 
syphilis. It is pointed out that cleavage of proteins 
not only occurs intracorporeally, but that drawn 
blood has similar proteolytic activity when placed 
in contact with substances against which the 
contained enzymes were generated. The sero- 
diagnosis of pregnancy as evolved by Abderhalden 
is based on this phenomenon. In the period of 


placental formation cellular fragments from cho- 
rionic villi are thrown into the material circulation 
with the concomitant formation of protective 
enzymes (choriolysins) which in turn digest the 
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placental proteins. Drawn blood containing these 
enzymes digest extracorporeally, placental proteins, 
breaking the complex forms down to the amino acid 
stage, which through dialysis serves as a criterion 
of the test. 

Employing the methods of Abderhalden with some 
modifications, laboratory work on humans, cows, 
dogs, and guinea pigs was carried out. Two 
hundred and forty experiments yielded results cor- 
roborating the resu!ts reported from Abderhalden’s 
work. A more permanent and more easily handled 
preparation of placenta was obtained by desiccating 
the coagulated placenta, by extracting repeatedly 
with acetone and drying “in vacuo” in an at- 
mosphere of toluol. This by comparison with 
coagulated placenta in the same cases gave accurate 
results. Despite the complex technique and many 
sources of error, the method when carefully con- 
trolled appears of sufficient merit to prove of value 
in the differential diagnosis between pregnancy and 
the many simulating conditions. 


Von Ruck: The Relative Value of Living or Dead 
Tubercle Bacilli and of their Endotoxins in 
Solution in Active Immunization Against 
Tuberculosis. Rec.. 1913, Ixxxiii, 507. 

By Surg., Gynec. & Obst. 

Spontaneous recovery in tuberculosis is assumed 
to be due to the formation of specific protective 
bacteriolytic substances which can be demonstrated 
in the sera, but in many cases resorption of bacillary 
products is massive, overwhelming the organism 
and in others complicated by absorption of products 
of other pathogenic bacteria, and the course of a 
given case depends therefore largely on these two 
factors. 

If, during the excessive resorption of bacillary 
products, such serum is tested for amboceptor, it is 
only that which is not bound to the free endotoxins 
or bacilli which is demonstrable. The united anti- 
bodies and endotoxins are further reduced through 
the ferment action of complement and these reduc- 
tion products are presumably toxic peptones whose 
elimination through the kidneys account for the 
toxicity of the urine in tuberculosis. With the 
advent of sufficient drainage amelioration occurs 
coinciding with the disappearance of antigen in the 
blood, but often accompanied by excessive reab- 
sorption of endotoxins corresponding with the in- 
creased tissue disintegration. 

For these reasons active immunization is not al- 
ways necessary and at an inopportune time may do 
harm, while progressive cases receive at best but 
little benefit. Relapses under any degree of im- 
munity may be accounted for by the breaking down 
of caseous tissue with renewed absorption of bacil- 
lary products, while in surgical tuberculosis demon- 
strable antibodies occur late if at all and are especial- 
ly liable to be benefited by active immunization. 

In considering the antigen for the production of 
active immunity it is agreed that it must represent 
all body substances of the bacterium. Many anti- 
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gens have been offered and the contradictory re- 
sults following their use led many observers to be- 
lieve that a true immunity against tuberculosis was 
impossible of attainment. The demonstration of 
antibodies by the complement of fixation test has 
greatly aided in solving this question. A sterile 
soluble vaccine if equally efficient is preferable to 
one of dead or living bacteria either for therapeutic 
or prophylactic purposes, because of the inaccuracy 
of the dose of the bacillary emulsion and the liability 
to local necrosis at the point of injection. The 
power to liberate endotoxins from the bodies of 
tubercle bacilli is acquired very slowly in the normal 
lower animal and one has no right to infer it to be 
any greater in the non-tuberculous human when it 
is desired to give the antigen for prophylactic pur- 
poses. Furthermore, living tubercle bacilli of the 
human type have been found in the milk and flesh 
of vaccinated cattle three years after their intra- 
venous administration and the danger of resumption 
of virulence is great, the experiments of many ob- 
servers being quoted to show that avirulency by 
passage through animals is not permanent. 

In discussing prophylactic immunization against 
tuberculosis by means of a non-living antigen in the 
form of pure endotoxins of tubercle bacilli, Von Ruck 
attributes its value to the presence of all necessary 
constituents of the organism. The results of the 
administration of this vaccine in two series of cases 
are oftered, the first determined as long as fourteen 
months and the second only three months after 
vaccination. Of 112 cases examined fourteen 
months later, all have made a complete physical 
and clinical recovery after a single dose of vaccine 
with one exception in which other than tuberculous 
disease accounts for the ill-health. Of 166 cases 
showing glandular enlargement involving one to six 
groups there are now only seven which show enlarge- 
ment, confined to one or two groups. Subcutaneous 
tuberculin tests, positive in all cases before treat- 
ment, now are uniformly negative. 

The improvement in 110 cases of the second series 
examined three months after vaccination is marked. 
Two are still under treatment, ten are clinically well 
and the balance have physical signs limited to small 
areas. No glandular enlargement is demonstrable 
in forty cases which previously showed involvement 
of one to six groups. 

Von Ruck believes he has supplied sufficient 
evidence of the prophylactic value of his vaccine and 
summarizes it as follows: 

1. After one full dose of vaccine all the specific 
antibodies can be demonstrated in every serum 
after the fifth day and without diminution up to 
twenty months. 

2. These sera cause complete disintegration in 
vitro of the bodies of virulent tubercle bacilli to 
granules and free fat; and in vivo cause such complete 
destruction that no bacillary residue is demonstrable. 

3. The sera destroy all virulence of the bacillary 
residue left over in the tubes used for bacteriolytic 
tests in vitro and immunized animals withstand the 
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tests in vivo, as do normal animals when the immune 
serum is injected at the time the infection is made. 

4. Animals can be immunized to a like degree, 
their sera showing the same bacteriolytic action in 
vivo and in vitro, and these animals resist an infection 
many times more virulent than is necessary to kill 
controls. 

5. In over 150 cases of early pulmonary tubercu- 
losis a single full dose of vaccine was invariably 
followed by a clinical cure. E. K. ARMSTRONG. 


BLOOD 
Epstein: Further Studies on the Chemistry of 
Blood Serum. J. Exp. Med., 1913. xvii, 444. 


By Surg., Gynec. & Obst. 


Epstein has made chemical analyses of the blood 
serum in various disease conditions, and has found 
that the proteins are subject to extensive variations, 
and in some conditions the globulin content is mark- 
edly increased. In the present paper he reports 
the observations on three classes of cases. All are 
localized renal affections. He found that in the 
minor surgical cases (considered normal) the chemi- 
cal composition of the serum agrees, as far as its 
proteins are concerned, with the usual values. 
There was no variation found on repeated examina- 
tion. The incoagulable nitrogen varies considerably 
in the total amount in the different cases, as well as 
in its percentage relations to the other constituents 
of the serum. 

The cases of prostatic hypertrophy, with or with- 
out interstitial nephritis, show no change from the 
normal in the character of the protein content nor 
the ratio which the individual fractions bear to one 
another. On the other hand, the non-coagulable 
and non-protein nitrogen show marked fluctuations, 
some of which correspond to the degree of functional 
deficiency of the kidneys. In cases of localized 
infections of the kidneys, the changes in the serum 
are twofold. There is an increase in the globulins 
due to the infection, as is seen in the infections 
localized elsewhere. The non-protein nitrogen in- 
creases apparently in direct proportion to the 
functional impairment of the kidney. 

James F. CHURCHILL. 


Abderhalden: The Detection of Foreign Sub- 
stances in the Blood by Dialysis and Optical 
Methods and the Use of Such Methods and the 
Principles Underlying Them in Pathology 
(Der Nachweis blutfremder Stoffe mittels des Di- 
alysierverfahrens und der optischen Methode and Ver- 
wendung dieser Methoden mit den ihnen zugrunde 
liegenden Anschauungen auf dem Gebiete der Patho- 
logie). Beitr. z. klin. d. Infektionskrankh., u. z. Im- 
munilatsforsch., 1913, i, 243. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A summary is presented of the views of Abder- 
halden on the reduction of foreign substances in the 
blood stream by protective ferments and the detec- 
tion of the latter. Substances partaken of as food 
are so changed by the function of the gastro-intesti- 
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nal tract and liver cells that they become readily 
absorbed. The detection of the protective ferment 
permits of the conclusion of the presence of these 
foreign substances. This proof may be rendered by 
the dialysis and the optical method. The peptone 
which is the end product of the action of the serum 
containing the protective ferment on the foreign 
substance in the blood permeates the dialysing 
capsule and thus may be detected in the outer fluid 
by the biuret test or by ninhydrin. For the optical 
test a peptone is produced from the tissue to be 
examined which shows a definite reflection in the 
polariscope. The action of the ferment containing 
serum on this peptone changes the deflection. The 
former method is the simpler one, the second enables 
a quantitative determination. Minute description 
of the methods and the different sources of error is 
given. A practical test in diagnosis of pregnancy 
is possible by the detection of the protective ferment 
in the pregnancy serum which acts on the placental 
tissue. Further possibilities for the use of this 
method in the different problems of pathology may 
be expected. Bonpy. 


Schlossmann: What is the Practical Surgical 
Value of Determining the Coagulability of 
the Blood (Welchen praktischen Wert haben 
Blutgerinnungsbestimmungen fiir die Chirurgie)? 
Deutscher chir. Kong., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


If the determination of coagulability is to have 
any practical value, a simple and, at the same time, 
accurate apparatus must be available. The author 
thinks Biirker’s is the best for the practitioner. 
The procedure is of diagnostic value in revealing 
cases of masked and partial hemophilia, where 
clinical symptoms are lacking, though the coagu- 
lability of the blood is decreased. It has no value as 
a means of differential diagnosis between doubtful 
cases of hypo- and hyperthyroidism (Kocher). - 
Slight changes of coagulability, such as Kottmann 
asserted were present, were found only in very 
marked cases of Basedow’s disease or myxoedema. 
Determination of coagulability is a very valuable 
aid in prognosis where operations are performed in 
cases of cholemia. They give a clue to prognosis, 
not only as to the general resistance of the cholamic 
patient, but also as to the amount of post-operative 
hemorrhage to be expected. The knowledge of the 
blood’s capacity for coagulation has so far had no 
satisfactory therapeutic results. All means used 
to increase it are notoriously uncertain in their 
effect. Some progress has been made in controlling 
hemorrhage by the local application of tissue juices 
which favor clotting. Tissue fluids expressed from 
the human thyroid and from animal organs, pre- 
pared by the author’s method, which renders them 
stable and sterile, have been used with good results 
in hemorrhage from operations on parenchymatous 
tissue, especially in cases where the coagulability of 
the blood was defective. 

UNGER, in discussion, calls attention to the fact 
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that in experimental work to test the influence of 
various substances on the coagulability of the blood, 
it must be removed from the vein in such a way that 
it touches nothing but the endothelium. Even the 
slightest admixture of tissue juices must be carefully 
avoided. The coagulability of the blood is markedly 
increased by the addition of concentrated salt 
solutions. KATZENSTEIN. 


Drugg: Coagulation of the Blood and Its Value 
in Obstetrics and Gynecology (Die Koagulation 
des Blutes und ihre Verwertung in Geburtshilfe und 
Gyniikologie). Schmidt’s Jahrb., Leipz., 1913, March. 

By Surg., Gynec. & Obst. 


This is an exhaustive résumé of all the recent 
literature on the subject. After fully reviewing 
and discussing the various papers, the following 
conclusions are drawn: 

First, in diseased conditions the coagulation is 
much more frequently lengthened than shortened. 

Second, it is doubtful whether there is an in- 
creased coagulation of the blood which is of patho- 
logical importance to man. 

Third, therefore all attempts to prevent throm- 
bosis in the circulating blood by lowering the fibrin 
coagulation ability are purposeless. 

CLIFFORD G. GRULEE. 


BLOOD AND LYMPH VESSELS 


Pfender: The Value of Skiagraphy in the Diagno- 
sis of Aneurism of the Abdominal Aorta; 
Presentation of Case and Descriptive X-Ray 
Plates. Wash. M. Ann., 1913, xii, ot. 

By Surg., Gynec. & Obst. 


Pfender says that although vascular skiagraphy 
is very difficult as compared to that of bones, at the 
present day with improved and perfected Réntgen 
apparatus it is possible not only ‘‘to confirm a diag- 
nosis of aneurism but to establish a positive diagnosis 
in fairly early stages of such conditions in even 
extremely doubtful cases.” Very little skiagraphic 
work has been reported about abdominal aneurism, 
probably because this form of aneurism is less fre- 
quently encountered than the thoracic variety and 
also because it is practically impossible to use the 
fluoroscope because of the density of the abdominal 
tissues. 

Any part of the abdominal aorta may be the seat 
of an aneurism but it most commonly occurs in the 
region of the coeliac axis and is of the saccular type, 
later becoming fusiform. The condition is usually 
not diagnosed till it has progressed so far that a 
tumor can be seen and expansile pulsation elicited, 
and in many cases diagnosis is never made. The 
author therefore suggests that in an obscure symp- 
tom-complex arising within the abdominal cavity 
an X-ray be taken. If aneurism be present, the 
plate will probably show erosion at some point along 
the spinal column and this erosion is easily differenti- 
ated from tuberculous osteitis. 

The prognosis of aneurism of the abdominal aorta 


183 


is most unfavorable at present, the average course 
being 12 to 20 months. In 65 per cent of the cases 
it terminates in rupture. Surgical procedures are 
of little value. 

Case report. Man, mulatto, age 36. History 
negative. Wasserman negative. Hard worker. 
Patient hurt his back in 1911 while doing heavy lift- 
ing. A dull pain develeped and became so severe 
that patient was incapacitated. Pain radiated from 
back to both hips and caused weakness in lower 
extremities. Relief was obtained by lying face down 
onahard table. Lost 63 pounds in 2 years and was 
treated for tuberculosis without benefit. On exami- 
nation by Pfender, patient presented a tumor about 
6 cm. to left of last dorsal vertebra or first lumbar. 
Expansile pulsation. Radiograph showed partial 
erosion of first lumbar vertebra and lateral deviation 
of the spinal axis to the right. Also showed a dis- 
tinct shadow from the upper border of the 12th 
dorsal to the 2d lumbar vertebra and about 7 cm. 
to left of the lumbar spine. Pain was terrific and 
constant, and the course was steadily downward in 
spite of all treatment. Bertram M. BERNHEIM. 


Key: Operation for Embolus of the Femoral 
Artery (Fall af operad emboli i arteria femoralis) . 
Hygiea, Stockholm, 1913, Ixxv, 75. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

A forty-three-year-old man with a mitral stenosis 
of several years’ standing had been feeling thorough- 
ly well, but was suddenly attacked by pain in the 
abdomen, bloody diarrhoea and vomiting. <A 
diagnosis of probable embolus or thrombosis of the 
mesenteric vessels was made; under general treat- 
ment the patient improved, but twenty days later he 
suddenly began to have severe pain in the leit 
popliteal space, also coldness and lack of sensation 
in the leg. 

On a diagnosis of embolus of the femoral or 
popliteal artery, the patient was operated seven 
hours after the beginning of symptoms. Incisions 
made over the back of the foot and in the popleteal 
space demonstrated that the arteries were empty. 
An incision was then made in the inguinal region, 
exposing the common superficial and deep femoral 
arteries. For 2.5 cm. upwards from the bifurcation 
of the common femoral artery, resistance was felt, 
which, on incision, proved to be an embolus, com- 
pletely filling the artery. The common and deep 
femoral arteries were clamped, but none were placed 
on the superficial femoral. After removing the 
embolus, a troublesome hemorrhage occurred from 
the collaterals through the external pudic artery. 
The incisions at first did not bleed, but now that the 
circulation was unimpeded they bled freely. The 
extremity was elevated after the operation. During 


the after-treatment there was temporary paralysis of 
the peroneus muscles and thrombosis of the external 
peroneal veins, with stricture of the gastrocnemius 
muscle, probably caused by a slight ischemic con- 
tracture. 

Three cases of operation for embolus of the 
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peripheral arteries were found in the literature; one 
successful and two failures. While it is a generally 
accepted opinion that the circulation in an extremity 
can be cut off by an ischemic bandage for two or 
three hours without injury, from this case it appears 
that a complete occlusion can last for seven hours 
without necessitating amputation. GIERTZ. 


Oppel: Wieting’s Operation and the Impeded 
Circulation (Die Wietingsche Operation und der 
reduzierte Blutkreislauf). Arzte-Zcit., 1913, XX, 303. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author states that Wieting’s operation is 
successful only in cases of slowly progressing ische- 
mic gangrene not complicated by either thrombo- 
phlebitis or phlegmon. Bier’s experiments show that 
under increased pressure in the veins the resist- 
ance of the valves can be overcome and that the 
blood stream can be reversed, but further exper- 
iments by the same author show that even under 
rather high pressure only part of the blood can be 
forced through the capillaries into the arteries. 
Bier explains this by the so-called ‘‘blood-sense”’ 
(Blutgefiihl), that is, the selective power of the 
capillaries to allow only arterial blood to pass 
through. It is therefore possible, after Wieting’s 
operation, for the blood to overcome the pressure 
and empty itself into the arteries, though it must not 
be forgotten that Bier’s experiments were per- 
formed on a limb under constriction. If the extrem- 
ity is not constricted, the blood will partially over- 
come the resistance of the valves, but will return 
by way of the collateral veins without reaching the 
capillaries, as the experiments of Coenen and 
Wiewiorowsky go to show. In spite of this, Wieting, 
and more recently Perimoff, insist that the operation 
is followed by objective and subjective improve- 
ment, though neither author can explain his point 
satisfactorily. 

The author agrees with Hesse that the improve- 
ment is to be explained by the delayed return cir- 
culation that is caused by the slowing of the blood 
currents. The author suggests the ligation of the 
popliteal vein, and considers this a palliative pro- 
cedure claiming to have observed temporary im- 
provement in all his cases except one. The disad- 
vantage of the operation in the author’s opinion 
is the decreased supply of arterial blood in the 
collateral vessels, whereas success can be attained 
only by raising the pressure in these vessels, a 
condition which can be produced in cases of gan- 
grene of the foot by interfering with the venous 
return by ligation of the popliteal vein. The 
author considers the ligation of this vein a palliative 
measure which is contra-indicated when there is 
thrombophlebitis or cedema of the extremity 
involved. If gangrene has set in and amputation is 
refused, this measure will relieve the pain tem- 
porarily, even though the development of the process 
cannot be checked. If the gangrene has not devel- 
oped, the function of the extremity may be tem- 
porarily restored. Von Hotst. 
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Werner and Von Zubrzycki: The Influence of 
Colloidal Silver on the Opsonic Index (Uber 
die Beeinflussung der Opsonie durch Elektrargol). 
Miinchen. med. Wchnschr., 1913, |x, 583. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Colloidal metal influences the opsonic index of a 
serum toward various bacteria. This action does not 
depend upon the colloid nature of the substance 
but upon the metals. The behavior of the leucocytes 
toward streptococci under the influence of colloidal 
silver was studied in man, animal, and the test-tube. 
For the animal tests, rabbits were used. The vein 
of the ear was injected with an isotonic colloidal 
silver solution, 0.15 gm. per kgm. body weight. 
The serum was collected before the injection as 
well as one hour and twenty-four hours afterwards. 
A twenty-four hour bouillon culture of streptococci 
was diluted 1:3. The leucocytes of the patient were 
washed three times in normal salt solution after the 
blood had been collected in a 144 per cent sodium 
citrate solution. The experiments showed that 
after twenty-four hours the phagocytosis is markedly 
raised, but in the one-hour specimens this is not 
noticeable. For experiments on the human, two 
pregnant patients, two with puerperal fever and 
two puerperal cases without fever were injected with 
the silver solution in the vena media cubiti. The 
results were the same as those in animals and there 
were no variations in the way the different patients 
reacted. In the afebrile cases nervous manifesta- 
tions, increased blood pressure, cyanosis and fre- 
quent pulse appeared, all of which subsided in 5-10 
minutes. Lastly, experiments were carried on to 
study the nature of the action brought about by 
the solution to see whether it affected the phagocytic 
potency or whether the serum was mainly affected. 
These resulted in the conclusion that the results were 
due to the change in the serum. The opsonic index 
of the leucocytes is raised only in the presence of 
and by means of serum. HEIMANN. 


ELECTROLOGY 


Grédel: Four Years of Experiments with Réntgen 
Ray Apparatus with an Interrupter (rectifier) 
and Certain Important Modifications of the 
Apparatus (Vierjihrige Erfahrungen mit unter- 
brecherlosen [Gleichrichter} Réntgenapparaten und 
einige wichtige Neuerungen an denselben). Miinchen. 
med. Wehnschr., 1913, |x, 471. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb 

One disadvantage of the R6ntgen apparatus with 
an interrupter is that the interrupter very soon wears 
out and is difficult of manipulation. This fact led 
the author to devote several years to the elaboration 
of a practical Réntgen ray apparatus without an 
interrupter. In the instrument devised, an alter- 
nating current is used, which for high tension work 
is transformed into a pulsating direct current (with- 
out closing the current) by means of secondary 
rectification. The secondary energy can be very 
exactly measured. To make the apparatus econom- 
ical for X-ray treatment, the phases of the current 


GENERAL SURGERY — MISCELLANEOUS 


which are not required to produce a steady non-flick- 
ering light are conducted into a specially constructed 
resistor. The apparatus, without interrupter, has 
also been made suitable for very short flash-expo- 
sures by increasing its capacity, this corresponding 
to the increased effect obtained in the apparatus 
with interrupters by varying the method of inter- 
rupting the current. This increased capacity is 
obtained by conducting the rapidly interrupted 
primary current of the rectifier into a small specially 
constructed transformer without iron enclosure 
(rapid “‘demagnetizing’’), where it produces a very 
short secondary current which is then conducted 
into the large transformer with an iron enclosure. 
Here it produces a secondary current which is also 
a rapid current but of very high tension. The 
rectifier provided with a single stroke interrupter is 
therefore just as valuable as the apparatus with 
interrupter; under certain circumstances it is even 
preferable because of the simplicity of its operation. 


Caan: Treatment of Malignant Tumors with 
Radio-active Substances (Zur Behandlung malig- 
ner Tumoren mit radioaktiven Substanzen). Miinchen. 
med. Wcehnschr., 1913, |x, 9. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Caan reports the results of mesothorium and 
thorium-X treatment and the methods used. 

The mesothorium is used externally, preferably 
as the mesothorium bromide, by means of varnished 
plates, capsules, glass or metal rods, by the method 
of diminishing filtration. As filters o.5 mm. rubber 
plates, 0.1, 0.2, 0.5, 1 and 2 mm. aluminum plates, 
o.1 mm. silver plates, 0.1, 0.2, 0.5, 1 and 2 mm. lead 
plates, cotton, and paper are used. The secondary 
rays emanating from the aluminum plates, which 
cause a pigmentation of the skin, are most easily 
absorbed by a layer of 20 sheets of filter paper or 
1 cm. of cotton between the filter and organ. The 
lead filter permits the entire utilization of the ultra- 
penetrating rays (hard beta and gamma rays), be- 
cause the soft X and beta rays are entirely absorbed. 

To ray the esophagus carcinoma, a special instru- 
ment was constructed by Caan and Czerny. In 
addition to the injurious action of the mesothorium 
on the tumor cells, there was noted a stimulation 
to connective tissue proliferation. In five cases of 
oesophagus stenosis by carcinoma, the opening in the 
digestive tube was increased to such an extent by 
bougieing with the mesothorium sound that even 
solid substances could be swallowed. This was 
followed by an increase in weight. In 78 cases of 
recurring carcinoma of the breast, not only the 
superficial nodules in the skin disappeared, but also 
carcinoma nodules under the skin up to the size of 
a walnut. Malignant tumors of the mouth and 
mucous membrane of the throat were not suitable 
for mesothorium treatment. Thorium-X (a changed 
product of mesothorium) is used in physiological 
salt solution and is injected into the tumor or 
intravenously or by both methods. In injections 
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into the tumor thorium-X is used in full strength 
at intervals of six to eight days, preferably in divided 
doses. Intravenous thorium injections were usual- 
ly endured well in proper doses, and showed a good 
effect in a number of tumors which could not other- 
wise be influenced. In intravenous injections the 
thorium-X should be used only in dilute solutions, 
preferably 1.0 cc. (activity usually equals 1,000,000) 
in to cc. physiologic salt solution. On the day of 
injection the patient should remain as quiet as 
possible, and during the next 3 or 4 days should take 
mild laxatives and enemas so that the large intestine 
may be emptied as much as possible. In carcinoma 
of the intestinal tract, a paste of pulverized silicic 
acid, thorium-X solution and sugar is given, accord- 
ing to Werner, preferably in the form of pills as 
advised by Hessel. By the use of pastes and plugs 
made with thorium-X and silicic acid powder, the 
author observed a change a number of times from 
carcinoma ulcers into healthy granulating wounds. 
The histological changes following thorium-X in- 
jections show no noteworthy changes from those 
found by the use of mesothorium. In 206 patients 
suffering with tumors which were treated with 
thorium-X, 40 per cent showed improvement of the 
tumors, which in 20 per cent of the cases exceeded 
the usual effect of radium. Because of the short 
time the patients had been under observation, the 
author can speak of transitory effects only; and he 
lays stress on the fact that mesothorium and 
thorium-X treatment do not replace the operative 
therapy, but are only supplementary to it, while in 
inoperable cases the radioactive therapy is the only 
method which can be used. LEUENBERGER. 


Freundenthal: Radium as an Aid in the Treat- 
ment of Malignant Neoplasms. = [niernai. J. 
Surg., 1913, Xxvi, 80. By Surg., Gynec. & Obst. 

The author briefly discusses the use of radio-active 
substances, the Forest cold cautery and Hertzian 
waves, and after reporting in short the history of 
radium concludes, after years of experience that it 
is a wonderful remedy in certain diseases if correctly 
applied. 

Epithelioma of the skin is one of them, and the 
author calls attention to the fact that X-rays, even 
though successful in the treatment, are not without 
danger, and that radium, in his hands, is much to be 
preferred. He reports a case of rodent ulcer 
(epithelioma) of the wing of the nose and lip which 
had gone from one physician to another, finally 
falling into the hands of a barber who cauterized 
it, causing a perforation which necessitated a plastic 
operation to close the defect. The malignant growth, 
however, returned, and 10 mg. of radium of 1,000,000 
radio activity was applied for twenty-four hours; 
it was later reapplied for two hours, on and off, the 
ulcer rapidly healed and has remained so for fourteen 
months. 

Twelve other cases are reported, among them one 
of sarcoma of the tonsil. This was cured by radium 


applications and remained so for six vears when a 
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recurrence involving the tissues beneath the skin 
presented; preliminary operation was advised but 
refused, and the patient passed from under the 
author’s observation. 

In contrast to these cases the author reports 
many failures due, he thinks, to the fact that so 
many of them were very late cases—some even in 
extremis. When the lymphatic glands are involved 
a cure by radium is impossible. Secondly, the early 
removal of diseased tissues and the immediate 
application of radium will lead to a far greater 
number of cures than by any other procedure. 

This immediate application the author believes 
to be the most important factor. H. A. Ports. 


Aschoff, Krénig and Gauss: The Influence on 
Deep-seated Carcinoma of X- and Radium 
Rays (Zur Frage der Beeinfluszbarkeit tiefliegender 
Krebse durch strahlende Energie). Muinchen. med. 
Wehnschr., 1913, 1x, 337. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The authors undertook to study the influence of 
strong filtered Rontgen and radium rays on deep- 
seated carcinoma. A number of cases in Kronig’s 
clinic which were treated by the rays were ob- 
served for a long time clinically, and also the effects 
of the treatment were controlled by a pathologist 
(Aschoff) up to the end, by histologic examinations 
in which not only the composition of the tumor 
tissue but also the effect of the rays (especially very 
high doses) were noted for possible injuries of the 
rest of the organism. The cases examined were an 
inoperable carcinoma of the stomach, the cervix 
and the mamma from which extensive microscopic 
and numerous sections were made and the results 
of autopsies given. In addition five other cases of 
inoperable carcinoma of the portio and mamma 
which are still being treated are being controlled 
histologically. The following are the results: In 
the areas X-rayed there was not found in a single 
case complete destruction of the carcinoma tissue, 
but pronounced retrogression of the tumor was 
attained, most markedly in a carcinoma of the 
stomach. At first this was of a purely adenomatous 
character but in post-mortem only single nests of 
carcinoma cells in a scarred ground substance were 
found. In the other cases following a regression, 
there was again a growth, but the carcinoma tissue 
changed its type to a more ripened form of less 
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malignancy, that is, soft pavement epithileum car- 
cinoma of the portio into a horny type, a tubular 
mamma carcinoma into a pavement celled. An 
influence is seen on the metastases which were not 
directly X-rayed. A growth in the sense of a dis- 
tant growth was not noted, from which it is con- 
cluded that therapeutically it is not particularly 
necessary to X-ray the metastases locally. As to 
the injurious effects upon the rest of the body, the 
liver showed a definite injury in two cases and the 
mucosa of the stomach showed changes which 
probably were due to the treatment while the other 
organs seem to be able to stand very high doses with- 
out injury. The blood picture remained normal 
with a single exception (transient lukopenia). 
The examinations showed the possibility of using 
X-rays for deep cancer without injuring the overly- 
ing skin, and that these influenced the tumor 
markedly. HArTERT. 


Steuart: Notes from the X-ray Department of 
St. Bartholomew’s Hospital. Arch. Rint. Ray, 
1913, XVii, 412. By Surg., Gynec. & Obst. 

In experimenting with metals as to their power of 
giving off secondary rays it was found that metallic 
silver possessed this quality to such a degree that 
it could be used to advantage in an intensifying 
screen. Smooth sheets of silver or sheets of copper 
plated with silver when placed in contact with the 
film of photographic plates reduced the time of 
exposure to a third or a fourth of that required for 
the plate alone. 

Since this effect depends upon a secondary radia- 
tion from the silver rather than an actinic effect 
from such a fluorescing material as calcium tung- 
state, the resultant detail in all the shadows of the 
plate is much better. The secondary rays produce 
a rich chemical action upon the plate and are able 
to pass through such minor obstructions as particles 
of dust. The plates obtained are therefore free 
from the granular artefacts and dust spots so gener- 
ally seen in plates made with the screens now in use. 

The degree of intensification is less than is given 
by calcium tungstate which reduces the time of 
exposure much more than the three or four times 
claimed for silver. The silver screens are therefore 


of greatest use in the radiography of subjects where 
the utmost speed is not essential but great clearness 
and detail are required. 


Houus FE. Potter. 
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UTERUS 


Cary: Chorio-epithelioma; Recurrence Three 
Years After; Invasion of the Spinal Canal; Villi 
in the Secondary Growths. Surg.,Gynec.& Obst., 
1913, Xvi, 362. By Surg., Gynec. & Obst. 


The author presents a case of chorio-epithelioma 
in which secondary manifestations of the disease 
occurred and terminated fatally three years after 
a complete panhysterectomy was performed. 

The case was admitted to the hospital four months 
after an incomplete abortion during which time she 
had been curetted. On entrance she complained of 
pain and a tumor mass in the left lower quadrant of 
the abdomen. At operation the uterus was found 
to be enlarged and thickened; a tumor was present 
in the left broad ligament and in the left ovarian 
veins. These tumors were very vascular and bled 
easily. A radical operation was done and the patient 
was discharged from the hospital in good condition. 

The patient was re-admitted to the hospital just 
three years after her previous operation, this 
time complaining of pain in the back and hips. 
Her condition grew steadily worse, and she developed 
paralysis of the legs and involuntary urination and 
defecation, the severe pains disappearing. A full- 
ness in the chest soon appeared with moderate, 
dyspnoea and she coughed up some bright red blood 
at intervals. During this time the respirations in- 
creased and the patient soon after died of exhaustion. 

Autopsy showed metastatic nodules of secondary 
chorio-epithelioma in the lungs, spleen, diaphragm, 
dura mater, spiral cord, pulmonary arteries, ovarian 
and iliac vessels, and the thoracic duct. The author 
made a careful microscopic study of these various 
lesions and found villi in sections taken from tumors 
in the broad ligament, the left ovarian vein and in 
one instance from a section from the pillars of the 
diaphragm. None, however, were found in the 
lungs, where Langhans’ cells seemed to predominate. 

The author takes up the consideration of chorio- 
epithelioma as it is understood to-day and quotes: 
“The true chorio-epithelioma is a well defined struc- 
ture resembling the epithelial covering of a villus in 
the early stages of gestation and placentation, 
namely Langhans’ cells permeated and surrounded 
with syncytium, and plasmodiac masses resembling 
the syncytial ends of villi.” A classification of the 
different kinds of chorioma, after Marchand and 
Ewing, is considered in which the various terms used 
are correlated so that the tumors may be brought 
under the heads of typical, atypical, or transitional 
chorio-epitheliomata. 

It was thought best to classify this specimen as a 
chorio-adenoma, although exception may be taken 


to this view on the ground that the integrity of the 
uterine cavity, the extensive secondary growth and 
the fatal outcome of the case are atypical. 

Next the author discusses the unusual conditions 
in his case as contrasted to conditions found by other 
authors; namely, the presence of villi in the 
secondary tumors; recurrence 3 years after radical 
operation, and metastases in the spinal canal. 

In conclusion he states: ‘One would be justified 
in calling this case a chorio-adenoma with malignant 
tendencies. It represents what Ewing terms 
‘potential malignancy,’ for both the clinical and 
histological picture is that of a rather benign 
chorioma. This benignity lasted for nearly three 
years when malignancy appeared, as shown by the 
fatal termination from general metastases, which, 
in contrast to the earlier tumors, gave a sinister 
picture, containing many Langhans’ cells, with 
mitotic figures, necrosis, thrombosis, and a leukocy- 
tic reaction. These latter Myers considers the es- 
sentials of malignancy.” 


Abel: Electrical Coagulation in the Surgical 
Treatment of Cancer, Especially of Uterine 
Cancer (Die Elektrokoagulation bei der chirurgischen 
Behandlung des Krebses, speziell des Gebirmutter- 
krebses). Berl. klin. Wehnschr., 1913, |, 304. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


We must endeavor to perfect the surgical methods 
to such a degree that recurrences if possible will not 
occur after cancer operations. If we succeed in 
completely destroying the cancer tissue before it is 
removed from the body, so that we are enabled to 
work in completely immune tissue, we may then 
hope at least to avoid those recurrences which result 
from a dissemination of cancer cells during an opera- 
tion. Such a complete destruction of tissue may be 
attained by the use of electric coagulation, or 
diathermy, according to Nagelschmidt and Von 
Zeynek. A de Forrest needle is used in place of one 
of the electrodes and the cautery needle replaces the 
knife. Blood and lymph vessels become coagulated 
and closed, unless hemorrhage takes place. The 
author operated vaginally in a clinically favorable 
case by this method, no reaction occurring. The 
tissues were destroyed, with the exception of a small 
place in the fundus, and gave the appearance of 
having been cooked. An improvement in the 
technique is only necessary to destroy all invaded 
tissue without leaving any remnants. Operating 
according to this method is not very easy, but the 
operation need not be much lengthened by the 
diathermy. In the reported cases it lasted 50 min- 
utes. The author requests surgeons and gynecolo- 
gists to test the method. SCHMID. 


187 


188 


McDonald: The Treatment of Fibroid Tumors; 
with Report of 700 Cases. Am. Med., 1913, xix, 
161. By Surg., Gynec. & Obst. 
The author has presented a series of 700 cases 
which have been worked up microscopically. 
The cases have been studied from the point of 
view of age and its relation to cancerous changes and 
degenerations and the tables tell their own tale. 


TABULAR ANALYSIS OF AGE, COMPLICATIONS AND 
DEGENERATIONS OF 700 FIBROID TUMORS 


Table 1. Character of Tumors 

No. % 

Table 2. Degenerations and Malignant Changes 


(A) Degenerations of Tumor 


No. 
14 2 

(B) Associated Malignant Changes 

No. % 
Squamous carcinoma.............. 6 0.8 
Chorioepithelioma malignum....... 2 
Total malignant changes........... 35 5 

Table 3. Complications of Tumors 

No. q 
Ovarian fibroma... 8 
Appendicitis or periappendicitis ..... 148 21 

Table 4. Age of Patient 
Age No. % Age No. % 
20-30 19 227 50-60 95 13 
30-40 233 33 60-7921 3 
49-50 332 
Table 5. Relation of Age to Degenerations 

(A) Necrosis. (E) Squamous Carcinoma. 
Age % Age % 
20-30 5 20-30 ° 
30-40 30-40 0.4 
40-50 40-50 0.3 
50-60 50-60 3 
60-70 20 60-70 4.6 
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(B) Calcareous Degeneration. (F) Sarcoma. 
Age. % Age. % 
20-30 ° 20-30 ° 
30-40 2 30-40 ° 
40-50 16 40-50 0.6 
50-60 14 50-60 7 
60-70 10 60-70 9.5 
(C) Hyaline Degeneration. (G) Chorioepithelioma. 
Age. % Age. 0 
20-30 II 20-30 ° 
30-40 15 30-40 ° 
40-50 16.8 40-50 0.6 
50-60 16.6 50-60 ° 
60-70 be) 60-70 ° 
(D) Adenocarcinoma. (H) Total Malignant Tumors. 
Age. % Age. % 
20-30 ° 20-30 ° 
30-40 ° 30-40 ° 
40-50 3.56 40-50 5 
50-60 6.3 50-60 
60-70 0:5 60-70 23.8 
Heart lesions at 


A consideration of this table shows that the older 
a patient the more danger from the fibroid tumor. 
The older the patient the greater probability there 
is of malignant changes and other dangerous degen- 
eration, such as necrosis. This shows that the 
menopause does not relieve the patient from danger 
from fibroids save from the hemorrhage. Other and 
more dangerous complications remain and increase in 
degree with each succeeding year. 

The consideration, therefore, of this series of 
fibroid tumors warrants the following conclusions: 

1. The menopause does not bring a cure to 
fibroids; on the contrary, increasing age increases 
the danger from these growths. 

2. There is little danger of malignancy arising 
in fibroids before the fortieth year of the patient, 
after which time the danger increases with each 
year. 

3. In view of the sarcomatous changes, carcinom- 
atous associations and other degenerations of 
uterine fibromyomas, early removal is indicated 
when they are of sufficient size to produce symptoms 
and cause the patients to seek advice. Small un- 
complicated fibroids in young women do not require 
early treatment. 

4. Thorough pathologic examination should be 
made of all fibroids for evidence of malignancy. 
The tumor should be opened at the time of operation 
and examined for adenocarcinoma or sarcoma. 
Particular study should be devoted to those tumors 
which are necrotic, cystic, or both, as among these 
are found the largest proportion of malignant 
changes. 

5. In view of the large percentage of inflammatory 
changes in the Fallopian tubes and appendix, these 
should be examined at the time of operation and re- 
moved, if diseased. EuGeNE Cary. 
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Smith and Shaw: Red Degeneration of Uterine 
Fibromyomata. Proc. Roy. Soc. Med., 1913, Vi, 131. 
By Surg., Gynec. & Obst. 


The author divides the uterine fibromyomata of 
a red color into two pathological classes: thrombotic 
and angiomatous. He briefly gives their micro- 
scopical appearance. ‘The thrombosed tumor very 
soon commences to degenerate and makes an ideal 
medium for the growth of micro-organisms. The 
symptoms accompanying this variety of tender, 
rapidly enlarging tumors are abdominal pain, in- 
creased temperature and general ill health which 
occur either singly or in combination. The angi- 
omatous tumor shows iree blood on the cut surface 
with numbers of thin walled blood vessels and with 
no clinical symptoms except hemorrhage and a 
feeling of weight in the pelvis. R. T. Grttaore. 


Von der Hoeven: Mammin in Uterine Hamor- 
rhages (Mammine tegen Baarmoeder Bloedingen). 
Nederl. Tijdschr. v. Geneesk., 1913, i, 006. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In connection with the publication of Wijn the 
author reports his experiences with mammin, which 
are much less favorable. In five cases of menor- 
rhagia occurring in women between 18 and 4o years 
he had only one good result; in four cases of hamor- 
rhage due to mucous polypi and in one case of 
preclimacteric hemorrhage the results were negative. 

He had one permanent success in a girl with retro- 

flexion of the uterus, profuse menstruation and 

dysmenorrhcea; in three cases of myomata he had no 
results; total, 13 cases with only two favorable re- 
sults. He warns against the conservative treat- 
ment of myoma, as malignant degeneration cannot 
always be excluded and wrong diagnoses are very 
frequent, thus rendering conservatism exceedingly 
doubtful. He reports six cases in which general 
practitioners and gynecologists had diagnosed myo- 
mata. At operation cystic ovarian embryomata 
was found three times, ovarian cancer twice and 
intestinal carcinoma once. Three of these six pa- 
tients, therefore, must be considered as martyrs to 
an exaggerated conservatism in treatment. 

STRATZ. 


Parsamoff: Clinical Observations on the Action 
of Hemostin in Uterine Hamorrhages 
(Klinische Beobachtung iiber die Wirkung von Haemo- 
stin bei Uterusblutungen). Vrach. Gaz., St. Petersb., 
1913, XX, 300. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The remedy was used in forty cases. In eleven 
cases of endometritis post-abortum the remedy 
proved ineffectual three times; in these, curettage 
produced remnants of the abortion. In 13 cases of 
endometritis haemorrhagica one negative result was 
obtained. ‘The hemorrhages decreased in two cases 
of myomata, and ceased completely in nine cases of 
salpingo-oéphoritis, three cases of para- and _peri- 
metritis, one case of functional menorrhagia and 
one case of incipient abortion. Other hemostatic 
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remedies were given without success in some of these. 
The dose recommended is 24 to 30 tablets, of 0.2 
gm. each. BRAUDE. 


Rieck: The Therapy of Marked Menorrhagia 
(Zur Therapie iibermissig starker menstrueller Blu- 
tungen). Deutsche med. Wehnschr., 1913, Xxxix, 653. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

After mentioning the various drugs used to con- 
trol unusually severe menorrhagia as well as the 
various minor surgical procedures, the author de- 
scribes an operation, which he calls *‘defundation,” 
which decreases the menstrual flow to a marked de- 
gree. The ovarian function is not disturbed by this 
operation, making the method applicable also in 
younger women. The operation consists in de- 
creasing the bleeding surface. The corpus uteri is 
amputated vaginally so that only two to two and 
one half cm. of uterine mucosa is leit. The opera- 

tion is not without danger to the patient. By a 

special technique peritoneal irritation is eliminated. 

The loss of future child-bearing is a disadvantage 

which often makes the method impracticable. 

The operation is of value in those cases in which 
hysterectomy was formerly done and those in which 
all other methods have failed. BENTHIN. 


Carstens: Dysmenorrhea. Cleveland M. J., 1913, xii, 


233. By Surg., Gynec. & Obst. 
The author describes the different forms of 


dysmenorrhea which depend on some uterine defect. 
These defects are obstruction at the os, intlamma- 
tions of the endometrium or myometrium and in- 
fantalism or atrophy. These obstructions are 
mechanical. The treatment is based on the physio- 
logic therapy, on the symptoms, and on the local 
conditions present. He recommends 6 grains ot 
ergotine twice daily given for several months. 
Locally cirrhotic ovaries must be removed, pus 
tubes must receive proper surgical attention, and 
fibroids be extirpated. To overcome flexions and to 
develop the uterine muscles he employs dilatation of 
the cervical canal and the introduction of stem 
pessaries. Dilatation is performed under general 
anesthesia and should be employed only when the 
diseased condition is limited to the uterus. Finally 
he gives a minute description of the technique of 
the insertion of the stem pessary. Its beneticent 
action induces the development of the uterine 
muscle, overcomes existing flexions, establishes 
normal and regular menstruations and cures sterility. 
If the stem pessary shows a tendency to drop out of 
its place it may be retained by the use of a Hodge 
pessary. The stem pessary can be worn for years 
with impunity. HENRY ScuMitz. 


Tweedy: Polypus Complicating Inversion of the 
Uterus and Illustrating the Difficulty of 
Diagnosis. J. Obst. & Gynec., Brit. Emp., 1913, xxiii, 
190. By Surg., Gynec. & Obst. 


Tweedy’s case is in the proceedings of the Royal 
Academy of Medicine in Ireland, December, 1012. 
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The patient was far advanced in anemia and shock. 
She was half-witted and her condition so serious that 
the vagina was kept plugged for eight days while 
ergot and stimulants were administered. A round 
tumor was found protruding to within an inch of the 
vulva, which bled easily. The cervix could not be 
felt. Under anesthesia and bi-manually the pro- 
truding mass was made out to be an inverted uterus 
with a pedunculated myoma. This tumor was 
removed and in so doing a cyst was opened contain- 
ing fluid under great tension. There was severe 
bleeding for a time from the wound. The uterus 
was readily replaced by application of three bullet 
forceps. CaREY CULBERTSON. 


Frank: Contra-indications to Curetting. J. Y. 
M. J., 1913, xcvii, 808. By Surg., Gynec. & Obst. 
The author bases his observations on 2000 con- 
secutive cases taken from his dispensary records, 
in which careful note was made of the number of 
curettings and the reasons for their performance. 
Of these cases more than one patient out of every 
five had been curetted at some time! He divides 
his observations under the following headings: 
(1) abortion — induced and spontaneous; (2) post- 
abortive conditions; (3) post-partum conditions; 
(4) ectopic gestation; (5) parametritis and adnexitis; 
(6) so-called endometritis, including leucorrhcea; 
(7) menorrhagia and metrorrhagia. He comes to 
the following conclusions: Curettage in class 1 is 
hardly ever necessary unless profuse haemorrhages, 
resisting usual treatment, demand active inter- 
ference. In the long run more patients will be 
saved by non-interference than by even the 
lightest curetting. Post-abortive bleedings usually 
disappear under non-operative treatment. In post- 
partum conditions, also, curettage is never neces- 
sary. If placental tissues are retained, they should 
be removed manually. Whenever the slightest 
shadow of doubt exists in ectopic gestation, it be- 
comes imperative to avoid curetting and to await 
further developments. In adnexitis and _ para- 
metritis with menorrhagia curetting is never ad- 
visable unless it is immediately followed by further 
operative work on the adnexa. Endometritis is 
rarely benefited by curettage. It certainly does 
not improve leucorrhcea which is usually of cervical 
origin. Sterility also would not have been relieved 
by a scraping if the dilatation of the cervical canal 
had not preceded it. Ovarian disturbances play 
a more important réle in female sterility than 
suspected abnormal conditions of the uterus. 
However, in pre- and post-climacteric hzemor- 
rhages, in menorrhagias and metrorrhagias, abrasio 
is always indicated for diagnostic purposes and the 
scrapings must be subjected to a microscopic ex- 
amination. The result will determine the character 
of further treatment. The use of curette is rarely 
necessary in abortion, practically never after labor, 
harmful in pelvic inflammation, often fatal in ectopic 
gestation. The instrument is of value mainly for 
diagnostic purposes. Henry ScuMitz. 
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Wilcox: The Undeveloped Anteflexed Uterus and 
the Sterile Woman. J. Am. Inst. Homeop., 1913, 
v, 883. By Surg., Gynec. & Obst. 


The author gives his views as to the cause, result 
and treatment of the above condition. He bases 
his theory for the cause on an embryological factor; 
namely, a developmental defect at the point where 
the cervix joins the fundus. This causes an angle 
to be formed at the junction which results in: (1) a 
more or less closed cervical canal at the internal os: 
and, (2) a fundus shut off from its normal blood 
supply and atrophy. 

In considering the uterine ligaments, Wilcox be- 
lieves that the utero-sacral ligaments, if congenitally 
short, may by their attachments to the junction 
between the fundus and cervix cause this acute ante- 
flexion. 

The author believes that treatment should be 
begun early when the young girl is just entering 
womanhood, and the symptoms are usually dysmen- 
orrhoea, or membranous dysmenorrhea. In treat- 
ment, first the uterine canal must be opened up to 
establish free drainage and straighten out the acute 
angle. The uterus is next packed twice for periods 
of 48 hours. Then for 2 months, dilated twice a 
week; then for 3 months, every other week. Next 
electricity and bimanual massage may be used to 
stimulate the growth of the uterus and the latter 
to stretch the tense ligaments. The duration of 
treatment should occupy about a year. 

EUGENE Cary. 


Delle Chiaie: The Relaxation of the Cervix in the 
Surgical Treatment of Anteflexion of the 
Uterus (Lo svuotamento commessurale del collo nella 
cura chirurgica dell’antiflessione uterina). Arch. ital. 
di ginec., 1913, XVi, 39. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author performs Pozzi’s stomatoplastic pro- 
cedure in anteflexion and dysmenorrhea. In 
twelve cases dysmenorrhcea disappeared, sterility 
disappeared intwo. The operation doesnot act by the 
removal of the obstruction to the menstrual blood, 
the author denying the mechanical theory of dysmen- 
orrhcea, but by improving the circulatory conditions 
in the cervix, and thereby also in the corpus, so that 
abnormal contraction and blocking during the 
premenstrual period is diminished. MArTHESs. 


Griffith: A Discussion on Ventrofixation; Its 
Indications, with an Analysis of 77 Cases. 
Proc. Roy. Soc. Med., 1913, vi, 167. 

By Surg., Gynec. & Obst. 


Griffith reports in detail seventy-seven cases of 
uterine fixation to the abdominal wall, though five 
were really suspensions, four by the Gilliam method 
and one by that of Webster. His method of fixation 
consists in passing two silkworm-gut sutures deeply 
into the anterior uterine wall, beginning just below 
the attachment of the round ligaments. Both ends 
of each suture are brought through the peritoneum, 
rectus, and anterior sheath at a distance above the 
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pubes, chosen in each case according to the degree 
of prolapse of the uterus and laxity of the abdominal 
walls. These sutures are buried in closing the 
laparotomy wound and have given no subsequent 
trouble. In cases seen, he has found a close and firm 
attachment without any fundal or other pedicle. 
Griffith considers this method an operation of choice 
in two varieties of cases: 

1. Those in which the supports of the uterus are 
sufficient to maintain it at, or nearly at, its proper 
level in the pelvis, but in which retroversion or 
retroflexion of the body of the uterus and adjacent 
broad ligaments, leading to prolapse of the ovaries, 
is the cause of serious discomfort. 

2. The cases in which prolapse of the uterus, 
broad ligaments, and ovaries is considerable, and is 
associated with varying degrees and forms of vaginal, 
vesical, and rectal protrusion. Carey CULBERTSON. 


Giles: The After-Results of Operations for 
Uterine Displacements. Proc. Roy. Soc. Med., 
1913, Vi, 192. By Surg., Gynec. & Obst. 

Giles limits his reports to the after-results of a 
specific abdominal operation, hysteropexy. By this 
term he means neither ventrofixation, ‘quite 
obsolete,’ nor ventro-suspension, “‘rarely done,” 
but rather an operation whereby the sutures are 
passed on each side of the incision through the 
fascia and peritoneum and through the anterior wall 
of the uterus as low down as possible, leaving the 
fundus free to expand in the event of subsequent 
pregnancy. He discusses the after-results in five 
paragraphs: 

(1) Eighty per cent were better generally as well 
as locally. In ten per cent more they were improved 
locally at least. 

(2) The bladder shows disturbance in the form of 
frequent micturition in some cases, but 73 out of 86 
had no trouble, 13 being worse off than before 
operation. 

(3) Of the 125 cases under review, 74 were married 
women under forty years of age. Of these, twelve 
became pregnant. Eight of these have been con- 
fined, all spontaneously but two, who were aided in 
the second stage by forceps. In this group there 
have been no miscarriages, though in a former group 
not previously reported, there were 16 abortions and 
44 full-term pregnancies out of 60. In another 
group of ten confinements following operation, all 
were spontaneous. Asa result of these observations, 
Giles claims that hysteropexy causes no complica- 
tions during pregnancy or labor. 

(4) The effect of pregnancy on the results of the 
operation shows that of a total of 37 patients exam- 
ined after a total of 48 confinements at term, in but 
one was there a partial return of the displacement. 
This is no greater (2.7 per cent) than in those cases 
not followed by pregnancy. One patient had had 


two subsequent labors and another had had three. 

(5) The proportion of permanent cures is as 
follows: After retroversion in 221 cases, the uterus 
remained in good position, was partially displaced 


in three, and seven gave a total failure. After pro- 
lapse, 56 cases remained cured, or 100 per cent. 
After procidentia, in 50 cases the results were good, 
one showed a partial recurrence and three were 
failures. In 341 cases, therefore, 337, or 95.9 per 
cent, were successful; four, or 1.2 per cent, gave only 
imperfect results and 1c, or 2.9 per cent, were 
failures. CaREY CULBERTSON. 


Briggs: The Technique of Ventral Fixation of 
the Uterus and Allied Operations. Proc. Roy. 
Soc. Med., 1913, vi, 176. By Surg., Gynec. & Obst. 


Briggs emphasizes the importance of fixing the 
uterus to the parietal peritoneum alone and, at 
that, by the anterior uterine wall only. He employs 
twisted silk and puts the lowest suture at the summit 
of the bladder, the higher ones somewhat laterally 
so that a broad area of the uterine wall is fixed. He 
agrees with Kiistner that mobility with fixation is 
desirable, and favors this method because it effects 
(1) a minimum of strain on its own products; (2) rest 
and recuperation for the already weakened natural 
supports of the uterus; (3) accurate anatomical 
adjustments for post-operative pregnancy and labor. 
The after-histories of 597 survivors, out of 600 
operated upon, have been systematically obtained 
and recorded. The present estimate is that in 98 
per cent of the cases the ventral fixation permanently 
rectifies the retroflexion. Ina large number of cases 
of subsequent pregnancy natural labor has been the 
rule and easy forceps delivery the exception. In a 
few cases, retroflexion recurred after labor, and a few 
of the earlier cases also recurred where the technique 
had not yet been perfected. Finally, the author 
emphasizes the importance of an adequate pelvic 
floor as a platform of support, considering this the 
primary security for any reasonable ventrofixation. 

CaREY CULBERTSON. 


Leonard: Post-operative Results of Amputation 
of the Cervix. Surg., Gynec., & Obst., 1913, xvi, 
390. By Surg., Gynec. & Obst. 


An analysis of the post-operative results of the 
cases of amputation of the cervix performed in the 
Gynecological Clinic of the Johns Hopkins Hospital 
was undertaken to determine the etiicacy of the 
operation as a curative procedure and its effect if 
any upon the subsequent marital history. Com- 
plete post-operative reports were obtained in 128 
cases, upon which the analysis is based. 

1. General Health: The patients were divided 
into three groups according to operation, and the 
effect on the general health tabulated. 


Group No. Improved Same Worse 
1. Amputation alone. ...... 13 I20r92% 1 ° 

2. With Perineorrhaphy..... 67 Goorgo% sors, 206r3% 
3. With Abdom. Section.... 48 43 0rg0% 20r4% 30r6% 


About ot per cent of the entire series reported 
improvement in the general health. 

2. Leucorrhoea: Of the 128 cases, 109 had leucor- 
rhoea before operation. Sixty-eight cases reported 
cure (62 per cent) and in thirty-three cases, there 
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was noticeable diminution in the amount of the 
discharge (30 per cent). Nine cases (8 per cent) 
were unimproved in this respect. 

3. Menstrual Pain: The patients were divided in- 
to three groups according to the operation. Cases 
having no pain either before or after operation are 
not tabulated. 


Group No. Cases. — Less Pain. No Change. More Pain. 
1. Amputation 
| 
2. With Perine- 
orrhaphy.... 
3. With Abdom. 
Section..... 37 25 Cases, or 68% 


4 cases, or 50% 4 cases, or 50% None 


47 25 cases, or 54% 17 cases, or 36% 5 cases, or 10% 
6 cases, or 16% 6 cases, or 16% 


Nearly 60 per cent of the patients noticed marked 
reduction of menstrual pain following operation. 

4. Subsequent Conception: Seventy-two of the 
cases were under 40 years of age at the time of 
operation — women in whom the occurrence of 
pregnancy would naturally be expected. Over 
80 per cent of these cases remained sterile, yet of the 
14 cases reporting fertility, 10 had two or more preg- 
nancies. The author indicates that post-operative 
cervical stenosis is probably of frequent occurrence. 

5. Influence on the Course of Pregnancy: Previ- 
ous to operation, the 14 cases reporting fertility 
had had a total of 52 pregnancies. After operation 
these same women had a total of 32 pregnancies. 
The influence of the operation on the course of preg- 
nancy is shown in the following table: 


Before Operation After Operation 


Delivery at fullterm...... ... 39 Cases, or 75% 14 Cases, or 45% 
Interrupted before term.... .. 13 cases, or 25% 17 cases, or 55% 
I case (now pregnant) 

It will be noted that the incidence of premature 
termination of pregnancy is more than doubled 
after operation. 

6. Dystocia: Of the 14 women of the series who 
became pregnant after operation, 11 had children 
from the eighth month to full term. A report from 
these cases on the delivery of the first child after op- 
eration shows that 7 of the 11 cases (65 per cent) 
experienced serious dystocia. The other 4 cases 
had easy labors. 

CONCLUSIONS 

1. After amputation of a diseased cervix, 90 
per cent of the patients show improvement in the 
general condition and disappearance (60 per cent) 
or noticeable decrease (30 per cent) of vaginal dis- 
charge, while over half notice marked decrease of 
menstrual pain. 

2. Four fifths of the women in the child-bearing 
period remain sterile and when pregnancy occurs, 
there is not more than an even chance of its pro- 
gressing to full term. In the latter event, serious 
dystocia will be encountered in the majority of 
instances. 

3. Amputation of the cervix is the operation of 
choice in elderly women but should be applied to 
those in the child-bearing period only when more 
conservative methods of treatment, such as Hun- 
ner’s linear cauterization or Craig’s thorough curet- 
tage of the cervix, have failed. 
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Deaver: A Year’s Work in Hysterectomy. Am. 
J. M. Sc., 1913, cxlv, 469. By Surg., Gynec. & Obst. 


The various conditions for which operation was 


done are shown in the following table: Cases 
Myoma with sarcomatous degeneration.... 1 


Carcinoma of the uterus (cervix 8; body 6).. 14 
Carcinoma of the Fallopian tube (primary).. 1 


Incomplete abortion... .. 3 
Prolapse of the iterus I 
II 
Miscellaneous inflammatory conditions. ... 11 

109 

The operations were: 

Complete hysterectomy................. 31 
Vaginal bystetectOmy . 4 
Supravaginal hysterectomy.............. 74 

109 


From post-mortem statistics it has been shown 
that about one tenth of all women have one or more 
myomata of the uterus, varying in size and symp- 
toms. Therefore, Deaver takes an intermediate 
position between the advocates of conservative 
treatment and those urging operation on diagnosis. 
Furthermore, he believes in no relation between 
fibroids and inflammatory conditions of the adnexa 
or ovarian cyst formation. The benign forms of 
degeneration are not sufficiently serious to warrant 
preventive surgery, but he does think that uterine 
myoma predisposes to corporeal cancer, which as 
a complication is more frequent than cervix involve- 
ment. The chief argument for the removal of 
fibroids is presented by and not before the occurrence 
ofsymptoms. There should be no waiting for meno- 
pause in the vain hope of the disappearance of 
symptoms. Already enough is known of the in- 
efficiency of the X-rays in the treatment of deep- 
seated growths to discount the optimistic reports of 
some Réntgenologists. As to carcinoma frequency, 
the author’s opinion is discouraging. He regards 
operation here as of little more value than to relieve 
the mind of the patient, whereas the blame of failure 
to cure rests on surgery. He states that practically 
the only cases of uterine cancer that he can claim to 
have cured are those operated upon before the dis- 
ease had actually been demonstrated to be present. 
Uterine hemorrhage must continue to be regarded 
as a danger signal and the difficulty in establishing 
this point of view comes from two sources: (1) The 
disinclination of many women to secure advice upon 
the subject until the disturbance is marked and 
the disease, if cancerous, far advanced; (2) the failure 
of the physician to consider the serious aspect of 
uterine hemorrhage until secondary symptoms ap- 
pear. The remedy lies in education and the profes- 
sion is chiefly at fault. Eleven uteri in this series 
were removed for irregular or severe hemorrhage 
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where cancer had not first been proven and where it 
had been suspected in several only. 
CAREY CULBERTSON. 


Ostrom: A Cradle Suture for Holding the Uterus 
in Ventro-Suspension. North Am. J. Homeop., 
1913, XXVili, 199. By Surg., Gynec. & Obst. 

The author describes here the method he uses in 
doing a ventral suspension of the uterus. The 
sutures he uses act in the long axis of the rectus mus- 
cles when first introduced, then transversely to their 
fibers when tied. 

With the fundus held up in position, a heavy nee- 
dle threaded with silkworm-gut is carried down 
through the rectus muscle three quarters of an inch 
from its mesial border and after taking a good bite 
in the uterus is brought out again in the same rectus 
one inch higher up so that the two ends of the suture 
lie in the longitudinal plane of the peritoneal open- 
ing. The same procedure is followed on the opposite 
side, and after the closure of the peritoneum the 
silkworm-gut sutures are tied across the line of the 
closure, thus forming a cradle-like uterine suspen- 
sion. 

The author states that in several years’ experience 
with this method he has never failed to get perma- 
nent fixation, and that the buried suture material has 
never caused any inconvenience or even made its 
presence known. C. D. Homes. 


Fothergill: Clinical Demonstration of an Opera- 
tion for Prolapsus Uteri Complicated by 
Hypertrophy of the Cervix. Brit. M.J., 1913, 
i, 762. By Surg., Gynec. & Obst. 


The author emphasizes the objection to the classi- 
cal operation, as it shortens the anterior vaginal 
wall and the uterus is left in a retroverted position 
which favors a recurrence. His modification of the 
anterior colporrhaphy where there is considerable 
hypertrophy of the cervix consists in dilating the 
cervical canal and then making a circular incision 
around the cervix with a knife. The vaginal wall 
and bladder are pushed back and the cervix is deep- 
ly slit laterally into anterior and posterior lips. The 
cervix is amputated and the bleeding controlled by 
sutures. The circular vaginal wall is incised about 
an inch on either side, the new cuts going to the 
right and left. The anterior vaginal wall is separat- 
ed from the parametric tissues and the bladder and 
a triangular portion with its apex near the urethral 
orifice is cut away. In closing the incision, the first 
suture brings together the center of the posterior 
margin of the vaginal incision and the mucosa lining 
the posterior wall of the cervical canal. The second 
and third sutures unite the vaginal wall and cervical 
mucosa until the vaginal incision comes together in 
front of the cervical stump. The lateral edges of 
the vaginal wall are brought together in the middle 
of the anterior vaginal wall by interrupted sutures 
from behind forward until the urethral end is reach- 
ed. The operation is finally completed with the 
repair of the perineum. R. T. Grttmore. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Graves: Influence of the Ovary as an Organ of 
Internal Secretion. Am. J. Obst., N. Y., 1013, 
Ixvii, 649. By Surg., Gynec. & Obst. 

Graves reviews the knowledge obtained by 
various means to date and concludes: 

1. Anatomical evidence makes it probable but 
not incontestable that the ovary is an organ of 
internal secretion. 

2. Infantalism is not a result of ovarian deficiency 
but is a local or general manifestation of a hypo- 
plastic constitution in which the ovary may or may 
not share incidentally. 

3. After sexual maturity the ovary exercises a 
trophic influence over the other internal and 
external genital organs. 

4. There is evidence to show that the ovaries 
preside over menstruation by an internal secretion 
which has a selective action on the endometrium; 
and that abnormal bleeding may be due to a hyper- 
secretion of the ovaries. This evidence is not 
incontestable. 

5. Transplantation of ovarian tissue has not as 
yet proved to be of great practical value in the 
surgical treatment of gynecological patients. 

6. Castration of sexually mature women directly 
causes vasomotor symptoms typified by hot flashes 
in 80% of cases. 

7. Definite psychoneuroses are not directly 
caused by castration, but such symptoms, if present, 
are due to other causes that produce psychical or 
mental pain or discomfort. 

8. Ovarian extract is invaluable in the treat- 
ment of the vasomotor disturbances following 
castration. Its value in the treatment of other 
gynecological conditions is problematical. 

N. SprRoAT HEANEY. 


Lauwers: Metastatic Sarcoma of the Broad Lig- 
ament Associated with Fibromyoma of the 
Uterus (Sarcome 4 métastases du ligament large as- 
socié 4 un fibro-myome de l’utérus). Bull. Acad. roy. 
de méd. de Belg., 1913, xxvii, No. 1. 

By Journal de Chirurgie. 

A nulliparous woman of 54 with a large fibroid 
of the uterus had also a small node the size of a pea 
which was movable beneath the skin and was situat- 
ed in the midline in the epigastric region. Lauwers 
excised this node first and then enucleated the uter- 
ine fibroma. In doing this he found a nodular 
tumor situated at the base of the left broad liga- 
ment and not connected with the uterus. By micro- 
scopic examination, this tumor and the subcutaneous 
nodule were found to be similar. They were both 
spindle-cell sarcomas, the nodule being a metastatic 
growth. The patient recovered and was apparently 
in perfect health, but died three months later from 
multiple pulmonary metastases. The interesting 


thing about this case was the coexistence of a large 
benign fibroid of the uterus and a small sarcoma of 
the broad ligament which were different grossly and 
histologically and in no way connected. 


L. MAYER. 
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McMorrow: Some Old Pelvic Inflammatory 
Diseases, Their Non-surgical Treatment; with 
Report of Cases. J. Am. M. Ass., 1913, lx, 966. 

By Surg., Gynec. & Obst. 


The author discusses the use of massage in the 
treatment of selected cases of chronic pelvic inflam- 
matory disease, and gives his results with this pro- 
cedure in a series of six cases. He also states that 
his method is that adopted by the general hospital 
in Vienna for the same conditions. 

With the index and middle fingers of the left hand 
he steadies and supports the cervix by lifting it up, 
while with the right hand on the abdomen he 
massages the uterus by a series of gentle rotary 
movements. These movements are performed ten 
or fifteen times at the first treatment, and if no 
unusual pain or soreness follow in the next day or two 
he continues the same treatment two or three times 
weekly until the patient is relieved of her symp- 
toms. He states that even in patients with rigid 
abdominal walls the posterior surface of the uterus 
may be massaged well and a retroverted uterus put 
up in good position by a gradual stretching of the 
various adhesion bands and a lengthening of the 
utero-sacral ligaments. Better muscular tone is 
thus established and also improved exudation and 
circulation. The author states that this method is 
applicable to cases of chronic perimetritis and 
parametritis, but that pelvic massage is absolutely 
contra-indicated in any acute inflammatory condi- 
tion, recent pus collections, fibroids, ectopic preg- 
nancy, or in tubo-ovarian disease. 

He reports his series of cases chiefly to show how 
often chronic conditions other than diseased uterine 
adnexa are met with, and how often they may be 
relieved by pelvic massage. 

In the author’s series of cases he states that he has 
succeeded in relieving the symptoms of backache, 
and general pelvic tenderness; also that he has been 
able permanently to establish normal menstruation 
in patients who have been troubled with painful 
periods and a very small amount of menstrual dis- 
charge. C. D. HormeEs. 


EXTERNAL GENITALIA 


Bandler: Vaginal Surgery. N.Y. M.J., 1913, xcvii, 
797. By Surg., Gynec. & Obst. 
Anterior colpotomy, posterior colpoperineor- 
rhaphy and vaginal hysterectomy with the author’s 
modifications and illustrations of cases are described. 
He advocates a T-incision for the purpose of com- 
pletely separating the bladder from the anterior 
vaginal wall and cervix so that it is practically free 
except at its attachments to the ureters and urethra, 
thus rendering the pelvic cavity more accessible. 
He uses the anterior colpotomy to perform vaginal 
fixation, remove tubal gestations or amputate the 
uterus above the cervix or to remove it entirely. 
He narrows the lumen of the vagina by a high col- 
poperineorrhaphy, with a resection of most or all of 
posterior vaginal wall. He then inserts a levator 


INTERNATIONAL ABSTRACT OF SURGERY 


ani muscle suture and fixes the upper part of the 
newly made posterior vaginal wall to the upper bor- 
der of the newly united levator ani muscles. He 
thus erects in the middle of the posterior vaginal 
wall a transverse fascial and muscular wall which 
aids in keeping the cervix up where it belongs. This 
is an essential point in the permanent cure of pro- 
lapse. 

Bandler advocates the use of clamps in vaginal 
hysterectomy under the following conditions: 
wherever haste is desired or the uterus is very long 
and broad ligaments are retracted; where the broad 
ligaments are infiltrated; after morcellemant, irreg- 
ular areas of uterine tissue are left attached to the 
broad ligament; or where the infundibulo-pelvic 
ligaments are short. At the conclusion of the opera- 
tion the vagina is packed with gauze in such a way 
as to surround the clamps and to prevent them from 
pressing against the vaginal walls and perineum. 
The clamps are supported by wide strips of ad- 
hesive plaster attached to the thighs, after the legs 
have been extended. This also prevents them from 
pressing on the external genitalia. The clamps are 
removed at the end of 36 to 48 hours without dis- 
turbing the patient from her bed. Henry Scumrrz. 


Robb: Examination of the Pelvic Organs in 
Doubtful Cases Through a Vaginal Incision. 
Cleveland M. J., 1913, xii, 269. 

By Surg., Gynec. & Obst. 

The author refers to the difficulties encountered 
in making a correct diagnosis by a bimanual exam- 
ination. Considering the dangers of an exploratory 
laparotomy he advises exploration through an 
incision in the posterior vaginal vault and illustrates 
the correctness of his procedure by the histories and 
vaginal explorations of five cases. If indications 
exist he immediately follows the vaginal exploratory 
operation by a laparotomy. 

His conclusions are as follows: 1. If doubt exists 
as to the necessity of an abdominal operation, ex- 
plore the pelvis through an incision in the posterior 
vaginal fornix. 2. Many unnecessary abdominal 
operations will be avoided by this procedure, where- 
as often times a marked inflammatory condition 
will be made out which otherwise would have 
escaped our notice and which indicates a necessary 
operation. 3. Another advantage is that adherent 
structures can be separated through a posterior 
colpotomy, thus doing away with the necessity of an 
abdominal operation altogether. Henry Scumirz. 


Fitzgibbon: Gonorrheeal Vaginitis Treated by 
Vaccine. Med. Press & Circ., 1913, cxlvi, 385. 
By Surg., Gynec. & Obst. 


The author reports six cases of gonorrhceal 
vaginitis in which he used vaccine treatment. 
Four cases cleared up uninterruptedly from the 
beginning of treatment, the other two improved, 
but some relapsed; one of these finally seemed per- 
fectly cured, the other is under treatment. He 
believes that the best results follow the use of 
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vaccines from new cultures and that one should 
begin with a dose of 4 or 5 million and increase to 
a maximum of 10 million for adults—using smaller 
doses for children. He is impressed with the 
results shown and expects to continue it in future 
cases. Great care was employed in establishing the 
diagnosis in each case. C. H. Davis. 


Lothrop: An Operation for the Cure of Vaginal 
Hernia. Boston M. & S.J., 1913, clxviii, 578. 
By Surg., Gynec. & Obst. 


The author reports an interesting case of vaginal 
hernia and gives the technique of his operation. 
The patient had twice before been operated for a 
supposed rectocele. The hernia sac contained 
small intestine. 

Technique of operation: The patient was placed in 
the Tredelenburg position and the abdomen opened 
by a median incision, the intestines then being 
packed away with long wet gauze strips. The broad 
ligaments were divided close to the uterus, the 
anterior half of which was removed down to the 
cervix, the uterine canal being included in this 
excised portion. The broad ligaments and remain- 
ing half of the uterus were utilized later to help 
form a support to the floor of the pelvis. The 
peritoneum was next dissected from the lining of the 
sac and deeper portion of the pelvis. A transverse 
incision was made at the level of the cervix uteri 
and just behind it, and continued in front across to 
either side of the pelvis. The posterior edge of the 
peritoneum was then dissected up and the stripping 
continued until the rectum and the floor of the 
pelvis were exposed. The lax vaginal wall was then 
pushed down out of the way. A pelvic floor was 
made by suturing with chromicized catgut, the 
broad ligaments stretched horizontally across the 
pelvis and overlapped. The remaining half of the 
uterus was tilted back over the ligaments, and its 
two free corners sutured to the pelvic fascia on 
either side of the rectum, leaving just room for 
passage of the rectum. The peritoneum was closed 
over this new floor and the abdomen closed. The 
excess of tissue in the vagina was removed as in 
the ordinary splitting operation for rectocele. 
The patient was kept in bed four weeks. From 
the result as seen three months later the author 
believes the vaginal hernia is cured. C. H. Davis. 


Buford: Large Urethral Caruncle in a Girl of 
Nine Years; A Preliminary Note with a Sum- 
mary of the Subject. J. Am. M. Ass., 1913, Ix, 
1281. By Surg., Gynec. & Obst. 


Buford reports the case of a girl aged nine years 
who was admitted to the hospital in May, torr. 
One year previously she had fallen down stairs 
while roller-skating. Two days after the accident 
the mother discovered that there had been bleeding 
about the vulva, and on examination found in the 
region of the urethra a mass about the size of the 
end of her thumb protruding from the labia. During 
this year the size of the tumor had not changed, 
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although it had been treated by a number of physi- 
cians. A purulent discharge was always present 
but there was no itching and no discomfort on urina- 
tion. The tumor-base extended almost all over the 
circumference of the urethral canal and up into the 
urethra for about a quarter of aninch. The surface 
was not eroded, and there was no tumor in the blad- 
der. No pus could be expressed from the Skene or 
Bartholin glands. A purulent discharge from the 
urethra kept the parts moist. Vaginal smears were 
negative for the gonococcus, though they were 
found later. The tumor was excised well outside of 
its borders and the surrounding skin drawn into the 
meatus and stitched with horse-hair. Primary 
union took place, and there had been no recurrence 
up to November, 1912. 

The author refers to the complete bibliography of 
Williamson and Alter for the literature on this sub- 
ject. 

These tumors are covered by epithelium, are 
usually about the size of a split pea, may be pedun- 
culated or flat-based, and are usually located on the 
lower half of the urethral orifice. They occur more 
frequently in multipare, and are rarely large in 
girls. Some cause pain of a severe nature, others 
are devoid of sensation. 

Their etiology is uncertain, though the retention 
of droplets of urine in the urethral canal with the 
resulting irritation and tissue changes is a probable 
factor in their developement. 

The most satisfactory treatment for this condition 
is complete excision well outside and below the 
tumor. If they are not completely removed they 
tend to recur. C. D. Hotmes. 


MISCELLANEOUS 


Kermauner: The Etiology of Gynatresias (Zur 
Atiologie der Gynatresien). Beitr. z. Geburtsh. u. 
Gynék., 1913, xviii, 137. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Partial atresias are congenital or acquired. The 
post-natal causes have not been proven in numerous 
instances. Kussmaul’s theory that an inflammation 
of the vagina of uterine origin results in inflamma- 
tory adhesions and obliteration is untenable. The 
belief that hymenial atresia is congenital is tenable, 
but how is it to be explained? The author assumes 
that at some time during the foetal life, certain cells 
undergo coagulation necrosis as a result of some 
chemical influence, thus the part depending on those 
cells is retarded in its development. Either a steno- 
sis or an atresia is seen, depending on the grade of 
development of Miillerian ducts. 

The size and character of the hematocolpos, the 
thickening and irregular formation of its walls, all 
speak for an excessive growth of the internal genitals 
above the atresia. A hydrocolpos develops first and 
gradually changes into a hematocolpos on account 
of the marked exfoliation and secretion of the 
hypertrophic mucous membrane. By adaptation to 
surroundings the development of large tumors can 
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occur without any clinical phenomenon. Atresias 
are frequently accompanied by hematosalpinx. It 
is almost always associated with atresia of the ab- 
dominal tubal ostia and dependent on peritoneal 
adhesions. A genuine infection is not to be assumed 
although the content of the hematocolpos, gaining 
entrance to the abdominal cavity through the tube, 
will set up an irritation peritonitis. The variable 
size of the tube in low and high atresia is explained 
as being the result of excessive growth of this organ 
with the formation of a hydrosalpinx. Hrrscu. 


Bell: Genital Functions of the Ductless Glands 
in the Female. Lancet, Lond., 1913, clxxxiv, 809. 
By Surg., Gynec. & Obst. 


This is the first of two lectures on the subject. 
The author believes that we should look upon all 
the ductless glands as genital glands, as each is 
absolutely indispensable to the harmony of the 
genital functions. From his study of the ovary in 
various animals he draws the provisional conclusion 
that, if the corpus luteum be an organ of internal 
secretion which assists in the implantation of the 
ovum, the importance of it varies with different 
species, and probably it has more than one function. 

He made a careful study on cats of the effects of 
odphorectomy on general metabolism. In a study 
of the urine it was found that while the specific 
gravity remained nearly the same after operation, 
the calcium excretion was diminished by one half; 
the chlorides were slightly diminished, while the 
phosphorous excretion, total nitrogen and urea 
percentages were much increased. This supports 
the belief that the ovaries take an active part in 
promoting the excretion of calcium, especially in 
connection with menstruation, and explains why 
oéphorectomy may aid in the cure of osteomalacia. 
The differences in the effects of odphorectomy in 
women are, he thinks, due to the individual variation 
between the adjustments of the internal secretion. 
Odphorectomy causes a more marked reaction in 
rodents, than in other mammals. In his cats he 
found the thymus larger after odphorectomy than 
in the normal adult animal. He believes that the 
pituitary body must be considered as one organ and 
not two. The effects of odphorectomy on the 
pituitary is more or less temporary and in no way 
comparable with the genital lesions seen after 
partial removal of this gland. ‘These effects are 
not comparable with those found in pregnancy. 

Total ovarian insufficiency arouses increased 
activity in most, if not all, of the other ductless 
glands. C. H. Davis. 


Bell: The Genital Functions of the Ductless 
Glands in the Female. Lance/, Lond., 1913, 
clxxxiv, 937. By Surg., Gynec. & Obst. 

The author has in this lecture considered the 
effect of removal of the various ductless glands, other 
than the ovary, on the remaining members, and on 
the general metabolism in so far as it is directly 
related to the genital functions. 
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He believes that rodents have less need of the 
thyroid than other mammals, such as the carnivora, 
and that this is due in some measure to the variations 
in the structure and function of the other ductless 
glands. His experiments on pregnant cats are in 
favor of the possibility that in the latter half of 
pregnancy the secretion of the foetal thyroid may 
be conveyed to the mother. He does not believe 
that the thyroid is in any way specifically connected 
with the production of eclampsia. Thyroidectomy 
calls for a response from the ovary, just as odphor- 
ectomy from the thyroid. The nature of this 
response brings forth evidence that the granulosa 
cells of the Graafian follicle form an organ of internal 
secretion. The uterus atrophies to a considerable 
extent. Thyroidectomy stimulates the suprarenal 
cortex to excessive secretion, and this no doubt tends 
to produce calcium retention and to prevent excre- 
tion. It causes an increase in the secretory activity 
of all parts of the pituitary body. 

The pineal gland has never been successfully 
removed from mammals, so the only direct evidence 
is that obtained clinically. A few years ago, the 
author, with Dale and Dick, showed that an 
extract of posterior lobe produces powerful uterine 
contractions. The observations after partial remov- 
al of the pituitary are very confusing and the author 
believes that these can only be dispelled by consider- 
ing the entire gland as one organ. 

It appears that the thymus either inhibits the 
development of the ovaries (Biedl), or that their 
development follows the withdrawal of the thymus 
secretion. Little is known concerning the relation of 
the thymus to the general metabolism. 

In most mammals complete removal of the supra- 
renals causes death in from a few hours to a few 
days, but with the unilateral removal the author 
obtained some interesting results with regard to 
metabolism in two rabbits. In one, the average 
quantity of calcium excreted after operation was 
seven times as great as before, and in the other it 
was sixteen times as much. The phosphorus was 
much increased but not in the proportion one might 
have expected. The urea was increased out of the 
proportion to the difference between the specific 
gravities. A study of the pituitary body appeared 
to indicate that an attempt is made to counter- 
balance the loss of adrenin by the rapid production 
of infundibulin. There appeared to be no histologi- 
cal changes of importance in the ovaries, but there 
was evidence of muscular atrophy in the uterus. 

The ovary is only concerned in the temporary 
function of reproducing the species, and, by its 
hormones, or internal secretion, of bending the 
metabolism of the body to its purpose. When the 
reproductive functions cease and the ovaries atrophy 
at the menopause the harmony that previously 
existed between the general and the genital metab- 
olism is temporarily deranged, and various dis- 
turbances may ensue. And it is only by the careful 
investigation of each menopausal case that one 
can arrive at a determination of the manner in which 
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the balance has been upset. Some patients react to 
thyroid extract, some to pituitary, others to combina- 
tions, so great are the individual variations. In 
most cases a natural readjustment takes place in 
the course of time. C. H. Davis. 


Smith: The Prognostic Value of the Leucocyte 
Count in Pelvic Suppurative Conditions. 
Surg., Gynec. & Obst., 1913, xvi, 403. 

By Surg., Gynec. & Obst. 

The histories of one hundred unselected cases of 

pelvic suppurative conditions of various kinds were 
studied. In all of these, a leucocyte count had 
been made as a routine procedure upon the admis- 
sion of the patient. These pre-operative leucocyte 
counts were tabulated in their relation to the post- 
operative progress of the patient as regards temper- 
ature, pulse, complications, secondary operations. 
and the like. The question is raised as to whether 
or not the leucocyte count forms a better basis for 
the establishment of a prognosis in any given case 
than does the temperature and pain and the like. 
Where the leucocyte count was high upon admission, 
even though the temperature was low, the patient 
was shown to have a febrile convalescence nearly 
twice as frequently as when the pre-operative tem- 
perature was high, but the white count low. The 
same relation, though somewhat less marked at 
times, was shown in the development of other post- 
operative complications—mortality, rapid pulse, 
secondary infections, and the like. The conclusion 
is reached that, at least in this group of cases, the 
leucocyte count was of markedly more prognostic 
value than were the pre-operative temperatures. 


Alperin: Reflex Pains on Pressure of Coeliac 
Plexus in Inflammations of Female Genitals 
(Reflektorische Schmerzempfindungen bei Druck auf 
den Plexus coeliacus bei entziindlichen Erkrankungen 
der weiblichen Geschlechtsorgane). Zentralbl. f. 
Gyndk., 1913, XXxvii, 340. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Alperin examined 309 women in whom pressure 
was applied to the coeliac plexus. He comes to the 
following conclusions: (1) When pain radiates to 
the epigastrium after pressure on the solar plexus, 
then the endometrium is involved. (2) When pain 
radiates to the symphysis, then the parametrium is 
involved. (3) When pain radiates to the right and 
left sides, the adnexe are involved. (4) When pain 
radiates to back, there is a metritis or fibrosis of 
uterus. (5) When there is pain directly under the 
finger, the genitals are not involved. The findings 
in 88 per cent of his cases were corroborated on 
operating. HENCH. 


Dibailoff: Enlargement of the Liver During 
Menstruation (Vergrészerung der Leber wihrend 
der Menstruation). Vrach. Gaz., St. Petersb., 1913, 


XX, 430. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author examined one hundred women to 
determine the size of the liver during and after 
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menstruation and found an enlargement by per- 
cussion varying from two and one half to four 
fingers’ breadths in nine cases, two fingers’ breadthsin 
thirty-three cases, one and one half in nineteen cases 
and one finger in thirty-seven cases. No enlarge- 
ment was found in two cases. Palpation elicited the 
same findings. In seventy-three women, the liver 
was painful, in twenty-four it was sensitive, in three 
it was normal. ‘The enlargement persisted two to 
three days after cessation of menses. Between the 
menstrual periods the liver was of normal size. 
BRAUDE. 


Hirschberg: Thigenol in Gynecological Treat- 
ment (Das Thigenol in der gyniikologischen 
Therapie). Berl. klin. Wehnschr., 1913, |, 597. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Thigenol, in comparison to other sulphur prepara- 
tions, has the advantage of being odorless and more 
easily absorbed by the skin and mucous membrane. 
It is especially adapted for tamponing, using a 20 
per cent solution of thigenol in glycerine. The tam- 
pon must be changed every other day. In the 
meantime vaginal irrigations are ordered composed 
of a tablespoonful of the above solution in one 
liter of warm water. Thigenol capsules which dis- 
solve easily in the vaginal secretion are especially 
useful for the general practitioner. The preparation 
has shown beneficial results in cases of subacute and 
chronic inflammations of the pelvic connective 
tissue, the adnexa and the pelvic peritoneum. The 
pain subsided, the inflammatory tumefaction de- 
creased, the exudation was absorbed, and adhesions 
of the pelvic organs gradually disappeared. ‘Tam- 
pon treatment iscontra-indicated in recent inflamma- 
tions and purulent catarrhs. Liesicu. 


Heimann: X-Ray Treatment in Gynecology (Dic 
gyniikologische Réntgentherapic). Monatschr. 
Geburtsh. u. Gyndék., 1913, XXXvii, 325. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


After a short review of the development of X-ray 
treatment in gynecology from the simple method of 
Albers-Schénberg to the intensive raying of the 
Freiburg clinic, a minute description of the technique 
used in the Breslau clinic is given. The apparatus 
consists of a 50 cm. induction coil and a record 
interrupter with a Rythmeur. Either Miiller’s 
water cooled or Gundelach’s coil cooled tubes are 
used. The degree of hardness (9.5-11 Wehnelt) of 
the tube should be determined every 4 to 6 weeks. 
The time in which the tube causes an erythema must 
be found, measuring by either Kienbéck’s or 
Sabouraud-Noire’s method. The tube employed has 
a diameter of 12 cm., therefore the focal distance 
from the skin is 28 cm. The aluminum filter has a 
thickness of 3 mm. Thus by compression a desen- 
sibilization of the skin is caused. Five fields are 
regularly rayed, three on the anterior abdominal 
wall, middle, right and left, and two on the back, 
right and left. To each field one half of an erythe- 
mal dose is applied on five successive days. 
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There is an interval of eight days between the two 
series and two to three weeks after the third series. 
The treatments are given without regard to menstru- 
ation. 

In six cases of myoma, positive results as regards 
oligomenorrhcea and amenorrhcea were obtained. 
A disappearance of the tumor was not observed, but 
a marked decrease in size was seen in all. An 
average of 120 times was used to obtain an oligo- 
menorrhcea or amenorrhoea and the time of treat- 
ment was two and one half to three months. 
X-ray treatment is to be preferred to surgical cas- 
tration, because the symptoms of the premature 
menopause are not so intense. The contra-indica- 
tions for raying are as follows: Suspicion of malig- 
nancy, large myomata which cause pressure symp- 
toms, submucous myomata which are just being 
expelled, putrified and purulent myomata, cases in 
which a positive diagnosis can not be made and 
complications in the adnexe. The Réntgen treat- 
ment is not contra-indicated in extremely exsan- 
guinated women. 

The success in metritic and climacteric hemor- 
rhages chiefly depends on the age of the patient. 
Thus in women below 4o years of age an oligo- 
menorrhcea, and the re-establishment of normal 
menstruation, is obtained in spite of long continued 
raying, while women above 40 years become amenor- 
rhoeic in a much shorter time. The average amount 
of rays for the production of amenorrhoea in the 
latter was 110 X, and to produce oligomenorrhcea in 
the former it was 130 X. The duration of treatment 
is three months. A curettement and microscopic 
examination of the removed tissues regularly 
precedes the X-ray treatment, so as not to overlook 
a corporeal carcinoma. Even accessory symptoms 
were not observed in any of the rayed cases. Finally, 
three cases of carcinoma are mentioned. A vulvar 
cancer which had recurred several times remained 
free from any recurrence after X-ray treatment. 
In two other patients with inoperable glandular 
recurrence, after an extended radical extirpation of 
a cervical cancer, an increase in the size of the tumors 
was observed during the raying. BorELt. 


Theilhaber: The Influence of the Social Factor 
Upon the Origin of Tumors (Der Einfluss der 
sozialen Lage aut die Entstehung von Geschwiilsten). 
Krankh. u. soz. Lage, 1913, iii, 608. 

By Zentralbl f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Theilhaber discusses in this communication the 
influence of the social position on the origin of 
tumors of all organs. However, only that part 


which interests the gynecologist especially, as it 
concerns cancer of the reproductive organs, is con- 
sidered here. 

The apparent frequency of uterine cancer in 
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women married to restaurant keepers and butchers 
was observed from the cases in Theilhaber’s clinic 
and the death certificates of the city of Munich and 
the kingdom of Bavaria. The author explains this 
fact as due to the injurious influence of alcohol on 
the walls of the blood vessels and the blood circula- 
tion in the former and to the large amount of meat 
consumed in the latter. These facts, however, 
are not conclusively proven. During the years 
1871-1875 only one death from uterine cancer 
occurred to every 10,000 of population; in the 
period 1907-1909, however, two deaths occurred, 
while the mortality of cancer decreased slightly 
during the same period. Whether increase of 
carcinoma cases really occurred or whether it is 
only apparently on account of the improvement in 
diagnosis cannot be stated definitely. Theilhaber 
has grouped his cases of cancer and myoma of the 
uterus according to the social position of his pa- 
tients. He discovered that myomata developed 
relatively frequently in wives of financiers, com- 
mercial men, manufacturers, high officials, physi- 
cians, etc., and carcinomata relatively infrequently. 
Felix Theilhaber, son of the author, in conducting 
an investigation based on 1293 cases of cancer of 
the uterus obtained from material in the bureau 
of statistics of Bavaria and its seat of govern- 
ment, Munich, arrived at a similar conclusion. 
The author, therefore, advances the hypothesis 
that cervical cancer (approximately go per cent of 
uterine cancers occur primarily in the cervix) shows 
the opposite relation and that the frequency of 
uterine myomata is in direct relation to the social 
standing of the patient. He also ascertained from 
his own clinical material that the much rarer corpus 
cancer is frequent in the wealthy and that cervical 
cancer, if it does occur in the upper classes, appears 
at a much older age than amongst the poorer classes, 
and finally that the wives of butchers and restaurant 
keepers are much more frequently affected with 
cancer and only rarely with myoma. According to 
Theilhaber, as is shown by his own clinical material 
as well as by the records of death certificates of the 
city of Munich, there is greater frequency of mam- 
mary cancer in the better situated women than 
amongst the poor. Theilhaber explains these facts 
as follows: The frequency of uterine cancer in the 
poorer classes is not dependent on the greater num- 
ber of confinements in this section of population but 
upon the fact that the better situated women 
menstruate on an average five years longer than the 
poorer women. In the congested uterus, myomata 
develop more frequently, whereas cancers develop 
in the poorly nourished organ. The better situated 
women suffer most frequently from cancer of the 
breast because they lace more tightly and nurse less 
frequently than the poorer women. FISCHER. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Engelhorn: Biologic Diagnosis of Pregnancy 
(Zur biologischen Diagnose der Schwangerschaft). 
Miinchen. med. Wchnschr., 1913, |x, 587. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Engelhorn tested Abderhalden’s pregnancy re- 
action with the dialysis method and the ninhydrin 
reaction. Technically the serum must be free of 
hemolysis. Diffusion capsule No. 579 must be 
tested for albumin and peptone. The placenta is 
extracted with ten times the amount of boiling water, 
until the boiled water does not react with minhydrin. 
The blood was always taken at 4P.M. The following 
tests were made each time: (1) placenta alone, (2) 
pregnancy serum, (3) pregnancy serum plus pla- 
centa, (4) serum of a nonpregnant, (5) this serum 
plus placenta. 

Results: of sixty pregnant women, forty-nine gave 
positive and eleven negative results. Of forty-eight 
nonpregnant, thirty-one were positive and seventeen 
negative. Besides placental tissue, cancer, ovarian 
and liver tissues were tested. Twelve pregnant 
women reacted to the cancer test ten times positively 
and twice negatively. Eleven nonpregnant women 
reacted eight times positively and three times nega- 
tively, among whom was one case of cancer. Three 
nonpregnant women reacted three times positively 
and three pregnant women once positively and twice 
negatively with ovarian tissue. With foetal liver 
different results were obtained. The author con- 
cludes that Abderhalden’s dialysis method is not a 
specific reaction, so that we are not justified in basing 
a diagnosis on it. SCHLIMPERT. 


Van Tussenbrock: Influence of Pregnancy on the 
Death Rate of Tuberculosis in the Nether- 
lands. (Invloed van Zwangerschap op de Tuber- 
kulosesterfte in Nederland). Niederl. Gynaec. Ges., 
Sitzungsber., 1913, Feb. 

By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 


Tussenbrock tabulates the Dutch material from 
1865 to 1900 for four large and twelve smaller cities 
according to the method of Weinberg. In the four 
large cities 43 of 128,349 puerpere (or 3.4 in each 
ten thousand) died, while in the sixteen towns 
the deaths numbered 62 in 178,867 (or 3.8 in each 
ten thousand). The general death rate of tuber- 
culosis in the four large cities is 2,164 in 817,814 
deaths, or 26.40 per 10,000, while the monthly death 
rate is 2.11 per 10,000. The monthly death rate in 
the puerperium was 3.4 per 10,000. It follows that 
of three women dying during the puerperium one, 
must succumb to tuberculosis. The influence of 
pregnancy and the puerperium on_ tuberculosis 
may be active also after the first month. To prove 


this the author collected 1,209 cases of women in 
Amsterdam who died from tuberculosis, 710 of whom 
had children, while 90 were married and childless, 
and 49 were single. Of these, 174 died within one 
year after the last labor. In other words, 1,200 of 
422,123 women died from tuberculosis, or 28.6 
per 10,000, and 174 of 64,371 recent mothers, or 
27.03 per 10,000. The tuberculosis mortality 
post-partum is practically somewhat smaller than 
the general tuberculosis mortality. This apparent 
contradiction to the fact that the tuberculosis mor- 
tality is increased the first month after labor is 
explained by a careful investigation from month to 
month, from which it follows that 111 of the 174 
deaths occurred during the first half year (111 in 
64,371, OF 17.24 per 10,000) and only 63 during the 
second half year (63 in 64,371, Or 9.79 per 10,000). 
The general mortality) 28.6 per 10,000) amounts to 
14.3 per 10,000 for each half year. The tuberculosis 
mortality post-partum, therefore, is much higher 
during the first and much lower during the second 
half year. The increased mortality during the first 
half year is evened up by the lowered mortality dur- 
ing the second half year. The same facts hold good 
for Amsterdam as Weinberg determined for Saxony 
and Stuttgart. The first year post-partum does not 
increase the tuberculosis mortality. The mortality 
from tuberculosis in Amsterdam in the married 
(of 800 only 90 were childless) and in the unmarried 
in each 10,000 living is as follows: 


1865 1875 1885 1895 1900 
42.0 36.3 24.3 09.5 
35.2 25:0 20.1 16.8 


The decrease in mortality, greater among the 
the unmarried, is to be explained by social condi- 
tions, especially by the more unfavorable conditions 
of life where married women come to live with tuber- 
culous men. It also proves that the tuberculosis 
mortality of women does not become more favorable 
after the menopause. STRATZ. 


Sampson: The Influence of Ectopic Pregnancy on 
the Blood Supply of the Uterus, With Special 
Reference to Uterine Bleeding; Based on the 
Study of 25 Injected Uteri Associated With 
Ectopic Pregnancy. Tr. Am. Gynec. Ass., 1913, 
May. By Surg., Gynec. & Obst. 


The author stated that as a result of ectopic preg- 
nancy the uterus was enlarged, due mainly to 
hyperemia and a thickening of the endometrium. 
The changes in the latter were similar to those 
found in the decidua vera of early uterine preg- 
nancy and apparently due to arterial invasion from 
the terminal branches of the uterine artery. The 
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venous spaces of the endometrium were dilated and 
this dilatation was most marked in the superficial 
portion of the compact layer and at its junction with 
the spongy layer. The termination of the pregnancy 
was followed by involution of the uterus. 

The first step in the involution of the endometrium 
was seen in the greater dilatation of the venous 
spaces, probably due to regressive changes in the 
stroma and apparently dependent upon a diminished 
supply of arterial blood. The arteries were less 
evident during involution of the uterus. The 
dilatation of the venous spaces was followed by the 
escape of venous blood in the tissues of the endo- 
metrium. If the superficial venous stasis of the 
compact layer gave way, the blood would escape 
into the uterine cavity, without the formation of a 
decidual cast. On the other hand, if the venous 
spaces at the junction of the compact and spongy 
layer gave way, the extravasation of blood would 
occur mainly between these two layers, and the 
compact layer would be expelled as a decidual cast. 
In time the regressive changes ceased and were 
followed by a reparative process which was ap- 
parently dependent upon the respiration of the arte- 
rial supply of the endometrium. The involution 
following the termination of tubal pregnancy was 
very similar to that following uterine pregnancy, 
differing only in degree. 

In the vast majority of cases of ectopic pregnancy 
the complete termination of the pregnancy was a 
gradual process often taking several days or weeks— 
four weeks or more in seventeen of the twenty-five 
cases studied. When eperated upon the uterus had 
been and might still receive stimuli from two 
distinct antagonistic sources; namely, pregnancy 
and involution. The condition present in any case 
depended upon which of these sources predominated 
and to what extent it had been and was influenced 
by the other. 

The uterine bleeding was of venous origin from 
the venous plexus of the endometrium due to 
regressive changes in the latter, apparently depend- 
ent upon a diminished arterial supply. Muscular 
insufficiency might also contribute to this. The 
bleeding continued as long as the pregnancy (prod- 
ucts of conception) interfered with the process of 
involution. It was probably analogous to the 
bleeding in subinvolution of the uterus due to an 
incomplete uterine abortion. 

In discussion, HARRIS said that to one who had 
performed a good many operations for ectopic 
gestation, to be specific 228, it was interesting to 
have this unquestionable demonstration of the 
changes which occurred in the uterus. Of what 
practical use is the uterus after operating upon a 
patient for an ectopic gestation? According to Smith 
and others, the number is exceedingly small, not 
more than four or five women, after being operated 
for ectopic gestation, having given birth to children. 
Possibly there were four out of the 228 on whom 
he operated. In thirteen of these the ectopic 
gestation was recurrent. The only point which 


came to his mind now was whether, in order to 
secure only four or five offsprings in possibly 228 
cases, we should save the uterus, not sacrificing 
menstruation, for the little interest in future off- 
spring. 

SAMPSON, in closing the discussion, said in eleven 
cases of the series, the uterus was retained when the 
opposite tube was examined, because the women 
wished to have children. In every case he talked 
over the possibility of children before operating. 
He had followed the future history of these eleven 
cases; five of them had not become pregnant, al- 
though in two of them only a few months had 
elapsed since the operation. Two had borne children, 
one two and the other one, and the one who had one 
child subsequently had tubal pregnancy in the 
opposite side. Three had had miscarriages, although 
they claimed they desired to have children. One 
had three miscarriages and the other two had one 
each. Another, the sixth one, had tubal pregnancy 
in the opposite side, making two cases of repeated 
tubal pregnancy in the eleven cases in which, at the 
time of operation, the tube which was the seat of 
the second ectopic gestation was apparently nor- 
mal, and which was retained with the hope that the 
woman would have a child subsequently. He had 
encountered two other cases of repeated ectopic 
pregnancy in which the first operation was done by 
another operator, so that he did not know the 
condition of the tube at that time. He was perfectly 
willing to preserve the tube and the possibility of 
future conception in every patient who desires to 
have children. On the other hand, if he found the 
opposite tube was diseased, and especially if a num- 
ber of these women were fairly well advanced in 
years, that is 35 or 40, and had had their share of 
children, he thought we should in every way make 
these patients just as well as we possibly could for 
the rest of their lives, and save them all future trou- 
ble. He could see very little use in leaving behind a 
uterus which might have been the seat of inflamma- 
tory trouble or adhesions about it as the result of 
operation if it was only going to cause trouble. 

In regard to bleeding without pain, all but one 
of these patients gave a history of uterine bleeding 
at some time during the illness. In one case the 
bleeding preceded the pain for three or four weeks, 
and he could not account for it except probably 
there was the beginning of the termination of preg- 
nancy in which the bleeding between the gestation 
sac and the wall of the tube was not sufficient to 
give rise to any serious symptoms. 

In regard to preserving the ovaries, in nearly every 
instance one ovary was preserved. 


Andrews: Ectopic Pregnancy Occurring Twice 
in the Same Patient. Australas. M. Gaz., 1913, 
XXXxili, 232. By Surg., Gynec. & Obst. 


The author reports a case which is of interest 
because of its rarety, and the wholly different train 
of symptoms. On the first occasion pain was 
moderate; hemorrhage rather free and constant; 


temperature elevated to 102.8°, and a distinct 
swelling in the position of the tube. Curettement 
released the symptoms, including the swelling. 
The scraping showed what appeared grossly as 
placental débris. Two weeks later a sudden increase 
of pain and swelling took place and the author 
operated through the vagina. The mass was a 
tubal mole in the left side. 

Ten years later he was called to see the patient 
again. Her pain was intense, and vomiting referred 
to the appendiceal region, and toward the kidney; 
there was no hemorrhage, swelling, nor rise of 
temperature. Even when a complete cast of the 
uterus was discharged after an amenorrhcea of about 
ten weeks, there was little bleeding. She had several 
attacks of pain and after nearly seven weeks con- 
sented to operation. A complete conception was 
found in the pouch of Douglas. The right tube was 
extended across the back of the uterus, and its 
fimbriated extremity held a quantity of placental 
tissue. The patient made a smooth recovery after 
removal of the tube and blood clots. She had one 
child nine years before the first ectopic. 

C. H. Davis. 


Chiene: A Case of Ruptured Very Early Primary 
Ovarian Pregnancy. Edinb. M. J., 1913, x, 316. 
By Surg., Gynec. & Obst. 


The case here reported complies with the condi- 
tions laid down by Spiegelberg and by Williams but 
only partially conforms to Norris’ demand that the 
tube on the affected side shall not only be intact but 
shall be microscopically free from evidence of gesta- 
tion. Chiene did not remove the tube in his case as 
the patient’s condition did not warrant unnecessary 
enucleation. The tube and the affected part of the 
ovary were in no way connected. 

The patient was 34 years old, with an entirely 
normal menstrual history. Three days _ before 
admission to the Edinburgh Royal Infirmary she 
had been suddenly seized with severe abdominal 
pain, chiefly on the right side. Next day she took 
castor oil and felt better. On the fourth day the 
pain returned, persisting after an enema, and a 
diagnosis of appendicitis was made. There was no 
nausca or vomiting and no chills; temperature 99.40; 
pulse 120, small and feeble. The patient had had 
six children, youngest two and one half years old, 
but no miscarriages or previous pelvic trouble. The 
abdomen was slightly disturbed, tender all over, 
especially in the right iliac fossa, but no muscular 
rigidity. Vaginally, the great tenderness made 
findings doubtful. Rectally, tenderness was marked 
and distinct fullness was elicited in the pouch of 
Douglas. Exploratory laparotomy was performed 
and the peritoneal cavity was found to be full of 
blood, partly clotted, partly fluid. The right tube 
was normal but a mass the size of a cherry was found 

protruding from the uterine end of the right ovary, 
one half inch away from the fimbriated: end of the 
tube. This ovary was removed. The left append- 
age was normal, as was the appendix. The uterus 
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was normal in size. 
end of the ovary showed chorionic villi present in the 


Serial sections of the involved 


blood clot. No embryo was discovered and in no 
section did the villi encroach on the ovarian stroma. 
No corpus luteum nor luterii cells nor decidua were 
seen. In all probability the pregnancy was one of 
either ten or twenty days’ duration. 

CaREY CULBERTSON. 


Speidel: Eclampsia; With Report of Three Very 
Unusual Cases. Ky. M. J., 1913, xi, 239. 
By Surg., Gynec. & Obst. 


The author reviews the recent theories regarding 
the cause of eclampsia, and discusses the various 
methods of treatment which are employed. He 
believes in venesection but in the first case which 
he reports, incision of the median basilic in both 
arms only resulted in the oozing out of 5 or 6 drops 
of tarry blood. The patient died one hour later. 
The blood pressure in this case was only 122 mm. 
hg. In his second case, the blood pressure rose to 
212 mm. in October. The first week of December, 
the blood pressure was 218 mm. and induction of 
labor was advised. December 16, the patient 
could scarcely see, and the blood pressure was 
232mm. _ Labor was now induced by use of a large 
catheter. The child lived and the mother is im- 
proving. She had a severe eclampsia in her first 
pregnancy and was blind for nearly three weeks 
thereafter. The third case, a hemophylic, had 22 
convulsions December 16. A catheterized speci- 
men of urine contained no albumen. Her blood 
pressure, after 15 convulsions, was only 135 mm.; 
the next day, 112 mm. and the third day, 94 mm. 
She lost the use of the left arm and leg on the third 
day. The cervix was dilated with a Voorhees bag 
and a premature child delivered by version. After 
24 hours the woman had a blood pressure of 88 mm. 
Horse serum was given to aid in prevention of 
haemorrhage. C. H. Davis. 


Nubiola: Cases of Atypical Eclampsia (Casos de 
eclampsia atipica). Rev. de med. y cir., 1913, XXvii, 
I5- 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Three interesting atypical cases of eclampsia 
follow: (1) Eclampsia 2 hours after labor; the urine, 
which was normal 61% hours previous, contained 314 
percent of albumin. There was slight oedema of the 
ankles. Within two hours there were six convul- 
sions and from then on only traces of eclampsia. 
The patient recovered. 

(2) Combination of epilepsy (which dated from 
childhood and was aggravated during pregnancy) 
and eclampsia during the second pregnancy. 
Forced delivery; exitus fatalis. The post-mortem 
examination showed a localized focus in the brain, 
the result of a former hemorrhage. Unfortunately 
the anatomical changes which might be referable to 
the eclampsia were not given. 

(3) Eclampsia with unusually severe convulsions, 
resulting in death 8 hours after the first attack and 
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during forced extraction. There was positively no 
trace of albumin in the urine three or four days 
before the attack. Scumip. 


Bruce-Bays: Pyelonephritis of Pregnancy. So. 
African M. J., 1913, xi, 116. 
By Surg., Gynec. & Obst. 
Bruce-Bays discusses the etiology, diagnosis, 
prognosis and treatment of pyelonephritis of preg- 
nancy and illustrates the article with a case report. 
The diagnosis is based on the bacteriologic examina- 
tion of the urine, which usually shows the bacillus 
coli to be the exciting agent. The bacilluria has a 
tendency to persist. If ordinary means of treat- 
ment fail to give results, an autogenous vaccine 
prepared from the urinary bacteria should be used. 
Finally the author mentions the fact that puerperal 
infections from pyelonephritis are uncommon. If 
pyrexia occurs during pregnancy, the former being 
associated with pains in lungs and back, one should 
think of the possibility of the presence of this dis- 
ease. The induction of abortion or premature 
labor is never indicated, as a correct treatment 
usually permits the pregnancy to be terminated in a 
natural manner. Henry ScHMITZz. 


Jacobi: Pulmonary Tuberculosis of the Pregnant 
Woman. NJ. Y. St. J. M., 1913, xiii, 192. 
By Surg., Gynec. & Obst. 


The author outlines the prevention of conception 
and treatment of tuberculous women, and would 
prohibit marriage until the tuberculosis is cured. 
If married, he would prevent conception by the use 
of the condom or of vaginal injections of slightly 
acid substances immediately after coitus. As 
pregnancy in a tuberculous woman is a very grave 
danger, interruption has been recommended. The 
earlier this is done the lower the mortality. He does 
not advise the modern extensive operations, as for 
instance that recommended by Martin. ‘The object 
of destroying the bacillus nest in the uterus could 
be accomplished by the use of intra-uterine irrigations 
of strong solutions of carbolic acid or potassium 
permanganate. HENRY SCHMITZ. 


Kéhne: The Influence of Pregnancy, Labor and 
Puerperium on Tuberculosis (Ueber den Einflusz 
der Generationsvorginge auf die Lungentuberkulose). 
Beitr. z. Klin. d. Tuberkul., 1913, xxvi, 71. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author briefly reviews the literature of the 
subject for the last 10 years and reports twenty-two 
cases in which the effect of pregnancy, labor and the 
puerperium on the course of tuberculosis was care- 
fully watched. In sixteen cases no detrimental in- 
fluence was demonstrated; to some extent even an 
improvement was noticed. In seven cases a ten- 


dency towards wasting was observed during preg- 
nancy, but the more advanced processes were not 
always detrimentally affected. Among the cases in 
which an unfavorable effect was noticeable, there 
were two in which the progressive character of the 
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tuberculosis did not manifest itself until nine to twelve 
months after the last confinement, so that the change 
for the worse could not positively be attributed to the 
effect of the pregnancy. 

These favorable results are of considerable im- 
portance considering the fact that the involvement 
of the lungs was no longer in its incipiency. Al- 
though only a small number of cases is presented, the 
author concludes that a prevention of conception 
is hardly to be advocated in phthisical subjects, and 
the induction of abortion is not indicated. On the 
other hand, nursing should be interdicted, and the 
acceptance of the tuberculous pregnant women in- 
to sanitoriums is urgently requested. Harms. 


LABOR AND ITS COMPLICATIONS 


Krug: A New Manipulation During Labor (Ein 
neuer Handgriff bei Entbindungen). Zentralbl. f. 
Gyndék., 1913, XXXvii, 412. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reviews the manipulation he had pre- 
viously proposed because of the favorable results 
he obtained by this method in cases of protracted 
labor. The patient is placed on a table (or trans- 
versely in bed) with the buttocks brought near the 
edge; the legs are spread and flexed; the obstetrician 
then places the three middle fingers of his right hand 
against the inner surface of the right tub. ischii and 
the three middle fingers of his left hand in the 
corresponding location of the left tub. ischii; thus the 
hands are crossed at the wrists. “During labor pains 
the six fingers, by means of the leverage of the crossed 
hands, make firm pressure in the direction of the 
transverse diameter of the pelvis, slightly lifting and 
widening the pelvis, thus making the passing of the 
head easier. HERzoG. 


White: The Contraction Ring as a Cause of 
Dystocia with a Description of a Specimen 
Removed by Hysterectomy During Labor. 
Lancet, Lond., 1913, clxxxiv, 604. 

By Surg., Gynec. & Obst. 

The author gives the following differential diag- 
nosis: 

CONTRACTION RING 

1. A localized thickening of the wall of the uterus 
due to the contraction of the circular fibres over a 
point of slight resistance, most frequently over a 
depression in the child’s outline or below the present- 
ing part. 

2. The uterine wall at the site of the contraction 
ring will therefore be thicker than it is either above 
or below. 

3. The wall below is neither thinned nor dis- 
tended. 

4. The presenting part is not forcibly driven into 
the pelvis. 

5. The child may be wholly or mainly above the 
contraction ring. 

6. The body of the uterus above a contraction 
ring is usually relaxed and not tender. 


OBSTETRICS 


7. Round ligaments are not tense. 

8. A contraction ring may occur in the first, 
second, or third stage of labor. 

9g. Acontraction ring does not vary in position as 
labor goes on. 

to. A contraction ring is rarely felt on abdominal 
examination. 

11. The patient’s general condition is good. 

12. Causation: premature rupture of the mem- 
branes; intra-uterine manipulations. 


RETRACTION RING 

1. The junction of the thinned lower uterine 
segment with the thick retracted upper uterine 
segment. 

2. The uterine wall above the retraction ring is 
much thicker than it is below. 

3. The wall below a retraction ring is both 
thinned and over-distended. 

4. The presenting part is or has been jammed 
into the pelvis. 

_5- Part of the child must be below the retraction 
ring. 

6. The body above a retraction ring is tonically 
contracted and hard. 

7. Round ligaments stand out. 

8. A retraction ring practically always occurs late 
in the second stage of labor. 

g. A retraction ring gradually rises as retraction 
of the upper uterine segment proceeds. 

1o. A retraction ring may frequently be felt per 
abdomen. 

11. The patient’s general condition is bad. 

12. Causation: obstructed labor. 

The author discusses the causes and differential 
diagnosis. In the series of cases which he has 
studied, excluding laparotomy cases, there is a 
maternal mortality of 38% and a feetal of 63%. 
In 19 cases, treated by laparotomy, excluding one 
death from eclampsia, the mortality is 31.5 and 42%. 
He gives the history of three cases which came 
under his observation. He believes that expectant 
treatment is useless and drugs of little value. 
Cesarean section is indicated where the ring is 
wholly below a living child, and it is preferable to 
embryotomy in the other cases if simple traction or 
manual dilatation fails and the child is alive. All 
extra-peritoneal Czsarean sections are contra- 
indicated, and in septic cases the operations in- 
dicated are Cesarean section followed by hysterec- 
tomy if the child is alive, or excision of the gravid 
uterus unopened if the child is dead. C.H. Davis. 


Vogt: A Hzematoma of the Abdominal Wall 
Developing During Labor (Uber ein unter der Ge- 
burt entstandenes Bauchdeckenhematom). Zentralbl. 
f. Gyndk., 1913, xxxvii, 493. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

Stéckel’s two cases are mentioned, these having 
developed through coughing spells during pregnancy 
and treated by incision and drainage. The author’s 
case developed spontaneously during labor. This 


203 


seems to be the only case known. Some hours post- 
partum the patient complained of severe pain above 
the symphysis. Palpation revealed two symmetri- 
cal tumors at the insertion of the recti. The white 
line divided them and the tumors were probably in 
the rectus sheath. The size increased for three days, 
and then resolution began. The treatment in- 
stituted aided resorption. When the patient left 
the hospital on the twenty-first day, the tumor was 
still palpable. It disappeared four weeks later. 

The etiology was obscure. There was no cough, 
lues or hemorrhagic diathesis. There had been no 
infection, intoxication or trauma. In the differ- 
ential diagnosis, the only other condition to con- 
sider is a double-sided paravesicular abscess. It is 
of value to medical jurisprudence to know that such 
a tumor may have a spontaneous growth. 

PONFICK. 


PUERPERIUM AND ITS COMPLICATIONS 


Gibbons: The Etiology and Treatment of Puer- 
peral Eclampsia. Brit. M. J., 1913, i, 865. 
By Surg., Gynec. & Obst. 


The author gives a review of the types and possi- 
ble causes of eclampsia. More than half of the paper 
is given to methods of treatment. His statistics are 
of considerable interest. 

He draws the following conclusions: 

First, that in spite of all the labor which has been 
spent upon investigations, nothing can be definitely 
stated about the cause of the disease, although 
everything seems to point to poison circulating in 
the blood. Second, without any doubt, recent 
statistics show that the best treatment is that of 
rapidly emptying the uterus (by the safest means) 
after the first few convulsions. Third, the greater 
the delay in carrying out this treatment after the 
onset of the first convulsion, the greater will be the 
danger to the woman and child. C. H. Davis. 


McDonald: Puerperal Infection from the Gono- 
coccus. Am. Med., 1913, xix, 177. 
By Surg., Gynec. & Obst. 


McDonald reports a case of gonococcus infection 
after childbirth and he believes that this form of 
infection is much more common in maternity prac- 
tice than is usually suspected. He found it present 
in ten per cent of cases of puerperal infection studied 
bacteriologically and believes that the percentage 
would, if carefully studied, amount to one third of 
all cases. The great difficulty up to the present 
time has been in obtaining free cultural growths of 
the organism. 

In a series of seventeen cases reported the organ- 
ism was seldom found before the fifth day. Of these, 
eight had a fever above 101° F. and twelve above 
100° F. Both McDonald and Gurd have found 
that the association of gonococcus and streptococcus 
increases the virulence of both organisms. 

However, gonococcus puerperal infection usually 
runs a mild course with a comparatively low grade 
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temperature. ‘There is a tendency for this infection 
to result in purulent endometritis and to extend 
into the tubes and perimetrium. 

An interesting phenomenon of  gonococcus 
puerperal infection is that the children of these 
mothers exhibited nutritional and intestinal dis- 
turbances while being breast-fed during the acute 
stage of the disease. One third of the babies died 
and the rest were weak and ill nourished. 

Under treatment, ante-partum douches of chlor- 
meta-kresol are advised when gonococcus infection 
is present. Burckhardt and Kolb in two series of 
700 and 400 cases found that the morbidity in the 
douched cases was 6.5 per cent to 8.6 per cent in 
the undouched cases, and 7.7 per cent in the douched 
cases to 10.5 per cent in the undouched cases of the 
second series. All local treatment is inadvisable. 

EUGENE Cary. 


Harrigan: Intramural Abscess of the Puerperal 
Uterus. N.Y. M. J., 1913, xcvii, 444. 
By Surg., Gynec. & Obst. 


The author reports in full a case which he treated 
by abdominal hysterectomy and tabulates 34 
puerperal cases which he has collected from the 
literature. He believes that the recognition and 
acceptance of this condition as a distinct type of 
pelvic infection has been hindered by the difficulties 
in diagnosis and by the obscurity and complexity of 
its complications. In this condition the abscesses 
are usually single in number, lymphatic in origin, 
and mostly situated in one of the uterine cornua. 

Two explanations have been offered. According 
to Championniére, the intra-uterine lymphatics 
converge toward the cornua. Also, as pointed out by 
Mercade, the embryonal prototypes of the uterus, 
the Miillerian ducts, occasionally persist in the 
cornual regions as vestigial structures. Possibly 
these two factors conduce to make this region 
additionally susceptible. The symptomatology is in 
no way special or peculiar. If the condition is 
suspected, open the abdomen immediately. If the 
abscess is small, it may be opened, cauterized, and 
drained. When it is large, perforated, and gangrene 
of the uterus imminent, supravaginal hysterectomy 
is indicated. C. H. Davis. 


MISCELLANEOUS 


Wilcox: Head Injuries of the New-born. 
M. & S.J., 1913, clxviii, 568. 

By Surg., Gynec. & Obst. 

The author calls attention to the fact that autop- 
sies on children dying shortly after instrumental 
delivery show a high percentage of meningeal lacera- 
tions. It is conservatively estimated, he states, 
that from 30to 4o per cent of the children with forceps 
suffer more or less from intracranial haemorrhage. 
The hemorrhage centers are most frequent in the 
parietal or frontal regions, close to the longitudinal 
sinus. The next center in frequency is just above 
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or below the tentorium, or in the tentorium itself. 
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When the blood clot is small, it is usually absorbed 
and no trouble remains, but when there is a con- 
tinued oozing, and the circulation somewhat imped- 
ed, an intracranial local pressure is exerted, which 
in time causes cedema with a resulting general pres- 
sure. If the new-born child appears to be dead, and 
does not respond to the usual methods, intracranial 
hemorrhage should be suspected. If the child 
breathes but gives signs of low vitality, the following 
symptoms would be suggestive of cranial pressure: 
undue protrusion of the fontanelles, pallor of the 
skin, deviation of the tongue, head drawn back, con- 
vulsions, impeded respiration such as Cheyne- 
Stokes, or respiratory irregularity in any form. If 
the child lives, other sets of nervous symptoms fol- 
low as it grows older. Early operation should be 
performed in all such cases. C. H. Davis. 


Schiffmann and Vystavel: The Internal Secre- 
tion of the Mammary Gland (Versuche zur Frage 
einer inneren Sekretion der Mamma). Wien. klin. 
Wehnschr., 1913, Xxvi, 261. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a series of experiments on the 
internal secretion of the mamma. The extirpation 
of the mamma in guinea pigs has no influence on the 
length of pregnancy and labor, the author thus agree- 
ing with Scherbach. Injection of mammin and 
mammary gland extracts in salt solution from cow’s 
mamme caused abortion in pregnant animals, while 
in pregnant women, mammin alone or in combina- 
tion with pituitrin had no such effect. Injections of 
mammary gland extract in animals not yet fully 
developed caused a retardation in the development 
of the ovaries and the testes. The conclusions are 
that mamma extract obtained from cattle has a 
retarding effect on the development of the genitals, 
especially the reproductive glands. The author 
does not know whether this is due to an internal 
secretion of the mamma but will publish later the 
results of experiments now in progress. 

ENGELHORN. 


Rémer: Bacteriemia in Abortions and _ Its 
Clinical and Theoretical Significance (Uber 
Bakteriamie bei Aborten und ihre Bedeutung in 
klinischer und theoretischer Beziehung). Beitr. s. 
Klin. d. Infektionskrankh. u. 2. Immunitatsforsch., 
1913, 1, 299. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The above work is from the Schottmiiller clinic 
and is a result of blood cultures taken in one hundred 
and seventy-one abortions terminated by operative 
interference and twenty-two spontaneous abortions, 
part of which were infected, the others not. Of the 
one hundred and seventy-one cases artificially 
terminated, blood cultures in forty-seven remained 
sterile, twenty-nine of these being afebrile. The 
author ascribes the large number of positive cultures 
to the fact that the blood was taken immediately 
after the curettage and not during, or after, the chill. 

In those cases in which bacteria were demonstrated 

after the curettage, the blood cultures remained 
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sterile when taken after the chill. Thus the author 
concludes that the chill is caused by liberation of 
endotoxins and ascribes a strong bacteriolytic and 
germicidal property to the blood. Cultures were 
also. positive in afebrile cases. Bacteriolysis 
occurred with varying rapidity, depending on the 
character of the germ. robic staphylococci re- 
mained virulent in the blood for only one to one and 
one half hours, while the streptococcus erysipelatus 
was active for five hours. The appearance of the 
chill thus depends on the character of the organism. 
The following are the bacteria causing chills in the 
order of their frequency: Bacillus phlegm. emphys. 
(Frenkel), streptococcus erysipelatus, bacillus coli, 
streptococcus putridus, staphylococcus wrogenes and 
erobic. 

The most frequent cause of infections is the 
bacillus coli, both in pure culture and in combination 
with other organisms. 

The bacterizmia in abortions follows a mechanical 
flooding of the blood during curettage or spontaneous 
contractions of the uterus. Infection and intoxica- 
tion always appear together, thus disproving the 
theory of pure toxemia or sapremia. The bac- 
teriamia after curettage depends on the thorough- 
ness of the operation (being relatively rare after 
superficial scraping), to the character of the endome- 
trium and character of- the bacteria. In sponta- 
neous abortions bacterizmia may follow the pains 
due to the increased pressure in the uterine cavity, 
and through the opening of the portals of entry by 
the erosion of blood vessels, but not by the resorption 
of bacteria. Every febrile abortion should be im- 
mediately curetted. The bacteriological examina- 
tion is of value as to the prognosis. Streptococcus 
erysipelatus and staphyloccus aureus in combina- 
tion with bact. phlegm. emphys. offer a bad prog- 
nosis, the bacillus coli a good one. Z6PPRITZ. 


Corbett: The Excretion of Amylolytic Ferments 
in the Urine During the Toxzemias of Preg- 
nancy. J. Obst. & Gynec. Brit. Emp., 1913, xxiii, 
227. By Surg., Gynec. & Obst. 


Corbett has investigated the content of amylolytic 
ferment of the urine in a series of toxemias of preg- 
nancy by the use of Wohlgemuth’s method of 


quantitative estimation. As a result of the be- 
havior of the urine to this ferment reaction in his 
hands, Corbett divides cases of eclampsia into two 
main groups: (1) primarily, the renal type where 
the toxine has some affinity for the renal epithelium, 
either following the typical albuminuria of preg- 
nancy where the kidneys have been damaged for a 
comparatively long time, or as a more acute condi- 
tion. Here one may expect low readings, together 
with much albumin. The diastase value of the 
serum may exceed that of the urine. Whether there 
may be a relative increase in the ferment content 
of serum or urine before eclampsia supervenes, he 
does not know. (2) Secondarily, the renal type in 
which the damage to the kidneys is less important, 
the greatest changes being in other organs, such as 
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the liver and possibly also the pancreas. Here 
during the eclamptic period there will be a large per- 
centage of albumin in the urine together with high 
diastase values for the serum and urine. In those 
rarer forms where there is no albumin and where 
there are no recognizable changes found in the kid- 
neys post-mortem, an examination of the diastase 
content of the urine might yield interesting results, 
he thinks. He believes that further research in this 
line may yield something of value from the stand- 
point of diagnosis and prognosis. He suggests that 
because of the great variations seen in the diastase 
content that the pancreas may be in some way asso- 
ciated with eclampsia. N. Sproat HEANEY. 


Williams and Pearce: Abderhalden’s Biological 
Test of Pregnancy. Surg., Gynec. & Obst., 1913, 
Xvi, 4II. By Surg., Gynec. & Obst. 


The use of Abderhalden’s test for pregnancy, 
employing the dialysis method and the Ninhydrin 
color reaction has given positive results with each of 
28 sera from pregnant women and eight from women 
in the post-partum period, including one abortion. 
The test has never been negative in a known preg- 
nancy. On the other hand, the serum of preg- 
nancy reacts with tissues (kidney, heart, uterus) 
other than placenta. Also sera of two cases of 
nephritis, one of tabes, and one of infection (car- 
buncle), and occasionally of some individuals in 
apparent perfect health have given the reaction 
with placenta and other tissues. 

In the use of Abderhalden’s dialysis method they 
have found the Ninhydrin reaction far superior to 
the biuret reaction. It is also important that 
Schleicher and Schull’s smaller dialysis sacks be 
used rather than the fish skin membranes originally 
recommended by Abderhalden. Results as satis- 
factory as those obtained by dialysis are obtained by 
mixing tissue and serum in tubes and after in- 
cubating for 24 hours testing the filtrate obtained on 
coagulation by heat and acetic acid with Nin- 
hydrin. Inactivation of the serum causes a great 
diminution in the degree of reaction but does not 
cause it to disappear entirely. At zero temperature 
no reaction occurs. The power to cause the reac- 
tion persists when the serum is kept under proper 
conditions of temperature for at least seven days. 

As the result of their studies they feel that this 
test cannot be accepted as an accurate clinical 
method until it has been more thoroughly investi- 
gated and the possible sources of error corrected. 
This conclusion, however, applies only to Abder- 
halden’s dialysis method and not to his optical 
method with which they have had no experience. 


Van Erps: Hemostasis in Obstetrics by Means of 
a Modification of Momburg’s Method (L’hémo- 
stase en obstétrique par le procédé de Momburg mo- 
difié). Clinique, Brux., 1913, xxvii, 17 

"By Zentral bl. i d. ges. Chir. 


The author describes Momburg’s method briefly, 
then states the following history: A primipara, age 
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31, after forceps delivery necessitated by total 
absence of labor pains and the consequent danger 
of the child’s life, suddenly was seized with a profuse 
atonic hemorrhage. Hot douches and ergotin in- 
jections were ineffective, hence tampons were 
placed in the uterine cavity. There were no lacera- 
tions. Hemorrhage ceased to all appearances, 
but in 45 minutes the author was hastily summoned 
and found the patient completely exsanguinated and 
pulseless. Manual aortic compression was done at 
once and this was followed by applying Momburg’s 
elastic tube according to the author’s modifications, 
viz., (1) a pad is improvised by folding several 
towels around a round box and laying this over 
the aorta. (2) Several (5 or 6) towels are carefully 
folded over this pad and then the rubber hose is tied 
around the body over this compress. The author 
believes his modification admits of firmer and more 
prolonged pressure than the Momburg method, 
and, since the elastic is not applied directly to the 
skin, there is less pain, the skin is not pinched, and 
the pressure is more localized. HAUvsER. 


Sternberg: Deaths Occurring After Momburg’s 
Hemostasis and After Lumbar Anesthesia 
(Im Anschlusz an die Momburgsche Blutleere und 
an Lumbalaniasthesie aufgetretene Todesfille). Med. 
Klin., 1913, ix, 166. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


A 39 year old woman, in whom a Momburg’s 
tube was applied with good results because of a 
severe hemorrhage after the delivery of the placenta, 
died five days later with peritoneal symptoms. 
‘Section showed a tear in the cervix 5 cm. long, 
extending into the parametrum; the surface of the 
uterine cavity covered with a putrid, stinking mass, 
stomach, entire small and large intestines enor- 
mously distended; superficial submucous hem- 
-orrhages and small necroses at many points in the 
large and small intestines. There was no evidence 
of contusion of the intestines or kidneys. Ab- 
dominal aorta, vena cava, ccelic ganglion were 
negative. In the epicrisis of this autopsy finding 
the author thinks that there is no connection 
between the lethal peritonitis and the putrid en- 
dometritis and regards the peritonitis as a con- 
sequence of the high-grade meteorism. This meteor- 
ism may be explained on the basis of lesions of the 
splanchnic nerves produced by the Momburg’s 
constriction, as other clinical and experimental 
observations have shown. Finally the author dis- 
cusses six cases posted by him, in which lumbar 
anesthesia had brought about the death of the 
patient. In five cases the death occurred suddenly 
during or after the operation and only in one case 
18 hours after the operation. In one case a slight 
hemorrhage was found in the pleural canal, not 
sufficient to account for the death; in two cases, a 
more markedly moist diffusion of the brain and 
spinal cord was determined; in three cases brain, 
cord, and meninges were perfectly normal. These 
cases occurred among 1,770 lumbar anesthesias, the 


INTERNATIONAL ABSTRACT OF SURGERY 


proportion being 1:442. The statistics recently 
collected by Michelson show that deaths after 
lumbar anesthesia are not all too rare, but vary 
widely as regards the proportion . (Tomaschewski 
1:17,847; Strauss 1:2574; Chiene 1:570; Hohmeier 
1:200). The proper indications and choice of cases 
must, therefore, still be rigidly insisted upon. 
KAYSER. 


McDonald: Sterility in the Female, Its Etiology 
and Treatment; with Report of a Case of 
Instrumental Impregnation. Am. Med., 1913, 
xix, 141. By Surg., Gynec. & Obst. 

The author discusses in full sterility in the female 
and cites a case in which instrumental impregnation 
occurred. 

The average interval between marriage and the 
first-born is seventeen months, and the probability 
of impregnation decreases thereafter. Only twenty- 
five per cent of women bear their first child after 
four years. Norris believes that presumptive 
sterility is established after two years. 

The author states that ‘‘genital infantilism is the 
cause of almost all cases of sterility in women.” 
Other rarer causes are ovarian disease, tubal 
disease, misplacement, perineal lacerations, lacta- 
tion, thyroid disease, diabetes, tertiary syphilis, 
uterine tumors, imperforate hymen, vaginismus, etc. 

Under infantilism of the vagina, Runge has shown 
that thirty-two hours after coitus, spermatozoa 
were found in the vaginas of three quarters of all 
fruitful women, while only one fifth of sterile women 
had spermatozoa remaining. 

Endometritis and altered uterine and vaginal 
secretions are not thought to be important as a 
causative factor. The author also believes that the 
gonococcus is not a very important factor in sterility 
except occasionally in endocervicitis. 

The prognosis depends upon the degree of in- 
fantilism. 

Treatment: The treatment apart from isolated 
local causes is the treatment of the infantile uterus 
and vagina. The author advises the use of an 
alkaline douche to wash away the cervical mucus. 

Sodii bicarbonatis, 1 oz. 

Sodii carbonatis, 1 dr. 

M. Sig: Douche daily with above in 2 quarts of 
warm water. 

He also advises extract of corpus luteum, gr. v, 
t. i. d., p. c., to simulate the ovaries. 

If the vaginal pouch is small it should be dilated 
by a proper pessary. The treatment of the uterus 
is dilatation of the cervix and of development. 
The latter may be induced by the use of electricity, 
the negative pole of a constant fifty milliampere 
current being introduced into the uterus two or 
three times a week. The cervix should be dilated 
with graduated smooth dilators and then a stem 
pessary introduced. The author claims this to be 
the most satisfactory treatment for sterility and 
congestive dysmenorrhcea. 

Operations are suited best to the long, hard 


OBSTETRICS 


conical cervix, with marked menstrual pain and 
congestion. Of these the author advises the Fen- 
wick-Pozzi operation which he illustrates in seven 
steps in his article. 

The instrumental impregnation was on a woman 
that showed all the characteristics of infantilism. 
The treatment was as follows: (1) alkaline douches; 
(2) corpus luteum diet; (3) semen was obtained in a 
condom and brought in a thermos bottle; (4) semen 
was diluted with Lache’s solution; (5) then a glass 
syringe was filled and attached to a silver canula 
which was bent to conform to the curve of the uterus. 
The canula was then introduced into the cavity of 
the uterus past the internal os. After the second 
injection the woman became pregnant and was 
delivered of a normal child. EUGENE Cary. 


Hauch and Meyer: Pituitrin as an Aid to Expul- 
sion, Especially in the Treatment of Placenta 
Previa (Pituitrin als Austreibungsmittel, besonders 
bei der Behandlung nd Placenta previa). Gyndk. 
Rundschau, 1913, vii, 13 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

The authors employed pituitrin in 65 obstetric 
cases without being able to report disadvantageous 
side reactions. They confirm the general experience 
that pituitrin is the more active the nearer it is 
given before the commencement of labor at the nor- 
mal termination of pregnancy and the further labor 
has advanced. The exact indications are given 
based on a careful description of eleven of the more 
interesting cases. In seven cases of placenta previa 
lateralis which were treated by artificial rupture of 
sac and pituitrin it was demonstrated that normal 
labor occurred four times. Cases of central inser- 
tion probably demand other measures. The hem- 
orrhage tends to last for some time after rupture of 
the sac and after injection of pituitrin, so that this 
treatment is only to be recommended in the begin- 
ning of the hemorrhage. This method of rupturing 
the sac and injecting pituitrin was used as well in 
three cases of premature detachment of the placenta. 

The result was excellent in two cases; in the third 

case, an abortion, pituitrin was negative in its action. 

HOFSTATTER. 


Knight: Hyoscine-Morphine and Pituitrin in 
Parturition. South African M. Rec., 1913, xi, 89. 
By Surg., Gynec. & Obst. 
The author has used hyoscine and morphine in 
one hundred and forty-seven cases during the past 
three years. All but thirteen of these were abnormal 
labor in which he had been called after the patient 
had been in labor for some two or three days. He 
gives an initial dose of hyoscine gas 4}, and mor- 
phine gas {. The hyoscine may be repeated but 
not the morphine. This is given some two hours 
before the expected delivery of the child. He gives 
an intramuscular injection of tyramine, pituitrin, 
or ernutin after delivery as the uterus is apt to be 
lax. He has seen no ill effects and believes that 
the treatment will lessen the dread of parturition. 
C. H. Davis. 
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Ebeler: Treatment of Urinary Retention with 
Pituitrin (Zur Bekimpfung der Retention urine 
durch Pituitrin). Zéschr. f. Urol., 1913, iv, 


55: 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


For the treatment of urinary retention and for the 
prevention of catheter cystitis, Ebeler advises the 
intramuscular injection of 1 cc. pituitrin, He also 
recommends it in all cases in which an injury to the 
bladder musculature has occurred or in which the 
contraction is hindered through injury to the bladder 
innervation. Conclusions based on forty-five cases, 
terminated by spontaneous deliveries, vaginal or 
abdominal operations, show that pituitrin has no 
influence on the empty bladder, but in cases of dis- 
tention, pressure and a desire to urinate are mani- 
fested within a few minutes after the injection. The 
author injected the pituitrin from sixteen to thirty- 
six hours after the last urination. Its action varied 
in rapidity from ten minutes to several hours, but 
was lasting, so that a second retention rarely de- 
veloped. Eight times he was forced to repeat the 
injection. No action was obtained in cases of 
cystitis due to an incarcerated pregnant uterus. 
The author believes that pituitrin stimulates the 
contraction of the bladder and that it acts as a 
diuretic and stimulant. FRANK. 


Daels: 
die Wirkung des Elektrargols Clin.). 
Gyndk., 1913, XXXVi, 329. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

When highly virulent organisms are inoculated 
into guinea-pigs no effect was obtained, but in 
using less virulent bacteria, a directly favorable or 
indirectly protective action must be attributed to 
electrargol. No bactericidal action was demon- 
strated. An antitoxic action was manifest in vitro, 
analogous to diphtheria antitoxin, but in vivo only 
with the intravenous injection. With subcutaneous 
or intraperitoneal injection there was no increase in 
leucocytes, but with intravenous injection these in- 
creased 100 per cent and over. Leucocytosis de- 
velops within six hours, but upon repetition after a 
short interval no further increase is observed. Up- 
on repeating the injection after three or four weeks, 
the increase in leucocytes sets in later but is more 
lasting. The venous injection of large doses at 
intervals of several days is to be preferred. 

Its use in the clinic was confined to eight cases of 
fever following delivery or abortion and was given 
by intravenous injections of 30 to 140 cc. at a dose. 
In several cases brilliant results were seen, in others 
less decided, while in one severely infected case with 
peritonitis there was only a transient improvement 
in the general condition. ‘The expected leucocytosis 
developed in one case only. In one case, after an 
injection of 120 cc., the temperature rose, with 
slight cyanosis and cough. Daels advises the intra- 
venous injection to improve the general condition 
of the patient. Its influence on temperature is 


The Clinical Action of Electrargol (Uber 
Zentralbl. f. 


decided, however it is not a simple antipyretic ac- 
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tion. A favorable effect obtained after one injection 
will sometimes last for several weeks. Electrargol 
given intravenously confers a powerful protection 
upon the body and permitted the author to treat the 
infection much more energetically. WAGNER. 


Von Boltenstern: Pantopon (Uber Pantopon). Ab- 
handl. a. d. Ges.-Geb. d. prakt. Med., 1913, xiii, 93. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Von Boltenstern gives a detailed compilation of 
seventy-one articles, thirteen of which treat of thé 
effect of pantopon in gynecology and obstetrics. 
Pantopon, eventually combined with scopolamine, 
diminishes the pains during labor but has no effect 
upon the birth act. For the child’s sake not more 
than two injections should be given. At the first 
injection the os uteri should be the size of about a 
silver dollar. During expulsion the effect is doubt- 
ful, and the application is contra-indicated in opera- 
tive deliveries. HApPIcu. 


Rachmanoff: Method of Non-Ligation of the 
Umbilical Cord (Methode des Nichtabbindens der 
Nabelschnur). Monatschr. f. Geburtsh. u. Gynék., 
1913, XXViii, 459. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

The method was applied in ten thousand cases. 

After the delivery, the child’s respiration as well as 

the pulsation of the cord was carefully observed. 

When the cord is pulseless, it is cut without pre- 

liminary ligation; normally there is no hemorrhage. 

The advantages of this method are: rapid mummifi- 

cation of the stump and falling off of the same later 

than usual. The indications for ligating the cord 

are: hemorrhage from the cord, asphyxiation of the 

child, and bleeding on the part of the mother. 
GINSBURG. 


McDonald: A New Obstetrical Forceps. Am. Med., 
1913, Xix, 163. By Surg., Gynec. & Obst. 
The author advocates the use of a forceps with 
shorter blades and one which will distribute the 
force more evenly over the head which the present 
day forceps do not do. 

With the idea of remedying these defects and 
including the advantages of both the Elliott and 
the Tucker-McLane forceps, he has devised a pair 
of forceps which have as their basis a solid blade 
into which a number of slits, windows or fenestra are 
cut. The blades are shorter than either of the other 
models and the width between the tips the same as 
the Elliott. 

The multiple fenestrae do not detract from the 
strength of the forceps nor from the ease of applica- 
tion. The principle is that of distribution of pres- 
sure and traction by several friction points instead 
of one as the Elliott, or a smooth surface as the 
solid-bladed Tucker-McLane. 

As a result of the non-slipping quality, there can 
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(McDonald.) Author’s semi-fenestrated for- 
ceps with multiple traction bars. 


Fig. 1. 


be certain changes in the blade which are desirable. 
The blades may be shorter so as not to pinch the 
cord, nor to make too much pressure over the 
facial nerve, to make them easy to apply, and 
to remove, and to make the operation of rotation 
of the head from R.O. P. a simple one. They 
do not extend beyond the head and cause 
tears. They do not slip. The semi-fenestrated 
forceps will not cut off any ears nor are they likely 
to cause facial paralysis. 

They have been in use with the multiple fenestrae 
since 1905. The shortness and narrowness of the 
blade makes it so easy to apply them that they may 
be more often applied to the sides of the head than 
other forceps. EUGENE Cary. 


Lieven: On the Action of Hypophyseal Extract 
(Zur Wirkung des Hypophysenextraktes). Zentralbl. 

f. Gynak., 1913, Xxxvil, 337. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
This is a report of an unfavorable course of labor 
after the use of pituglandol. The parturient was 37 
years old and at full term. She had had five normal 
labors. One cc. of pituglandol was administered 
subcutaneously on account of weak pains ten hours 
after rupture of the amnioticsac. The pains became 
stronger in ten minutes and long continued uterine 
contractions were obtained after forty-five minutes. 
The foetal heart sounds varied from 82 to 100 fol- 
lowing these pains and there was some expulsion of 
meconium. Under chloroform anesthesia forceps 
were immediately applied to the head, which stood 
at the pelvic inlet. A very large child, deeply 


asphyxiated, was extracted and resuscitated. The 
uterus contracted well without hemorrhage. Lieven 
warns against considering the hypophyseal extract 
as a harmless agent. 


HAppicu. 
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Ohlmacher: The Bacteriology and Bacteriother- 
apy of Renal Calculus and Its Sequele. J. 
Am. M. Ass., 1913, 1x, 1213. By Surg., Gynec. & Obst. 


The author, in this article, calls attention to a 
fact that has been long recognized, but which is of 
interest, namely, the concurrence of bacteriuria and 
urinary calculi. In reviewing the literature of 
bacterial therapy, he claims to have found no report, 
with the exception of three cases of Wright’s where- 
in the treatment of calculous bacteriuria and 
pyuria has been undertaken by means of autogenous 
bacterial vaccines. His case reports are incomplete, 
inasmuch as, despite the fact that the clinical mani- 
festations disappear, the patients pass out of his 
hands before he succeeds in demonstrating the urine 
to be free from organisms. He concludes by stating 
that from the point of view of symptomatic relief, 
especially in the matter of distressful micturition 
and the accompanying failure of general health, he 
has been most favorably impressed in treating the 
sequela of renal calculus by the method of autoge- 
nous vaccine therapy. However, in several instances 
he still found the offending bacteria in the urine, 
though present in greatly reduced numbers, even 
when a strict symptomatic recovery had been 
achieved. ‘‘It is especially on this account, I be- 
lieve, that a conservative attitude should be main- 
tained relative to the possibility of preventing 
nephrolithiasis by bacterial vaccine treatment.” 

In conclusion, he states that therapeutic immuni- 
zation with autogenous bacterial vaccines should be 
attempted in non-operative cases of calculous pyuria 
and bacteriuria, for the relief of bladder irritability 
and impaired general health, and in the operated 
cases when these symptoms persist. Irwin S. Kort. 


Lower: Conservative Surgical Method in Operat- 
ing for Stone in the Kidney. Cleveland M. J., 
1913, Xii, 260. By Surg., Gynec. & Obst. 


Lower calls attention to the fact that more renal 
calculi are being discovered in recent years than 
formerly, a matter which he ascribes to the newer 
and more efficient means of diagnosis at the disposal 
of the surgeon. He also points out that there are 
many other causes of renal colic besides calculus — 
any condition which produces an hydronephrosis 
from mechanical obstruction. The interpretation of 
X-ray plates where shadows in the course of the 
ureter simulate calculus is a matter which should be 
referred to the expert. Conversely, certain calculi 
have not shown in X-ray plates taken by experts, 
but were passed later by the patient. 

The author discusses three operations: 


1. Nephrotomy is not to be recommended on 
account of the following dangers: haemorrhage, 
persistent urinary fistula, recurrence of stone, and the 
effect of prolonged suppuration of one kidney upon 
its fellow. 

2. Pyelotomy is the operation of choice in cases 
where the calculi are in the pelvis or calices of the 
kidney and where the kidney tissue has not been 
greatly damaged by infection. The operation is 
easier and simpler than nephrotomy and there is less 
damage to the kidney. The wound in the pelvis 
may be closed by suture or left open, and there is 
little danger of urinary fistula. 

3. Nephrectomy is the operation of choice in 
cases of unilateral multiple calculi with severe in- 
fection. Statistics show that the mortality follow- 
ing primary nephrectomy for cases of this sort is 
lower and the convalescence much shorter than in 
nephrotomy. 

The cases requiring the nicest judgment are those 
of bilateral calculi. Nephrectomy is generally not 
to be considered; neither should nephrotomy, if it 
be at all possible to remove the stones by way of the 
kidney pelvis. 


Eisendrath: Pyelotomy for the Removal of Renal 
Calculi. J. Am. M. Ass., 1913, Ix, 1145. 
By Surg., Gynec. & Obst. 


The removal of renal calculi through an incision 
in the pelvis of the kidney has several important 
advantages over removal through an incision in the 
kidney substance in a large percentage of the cases 
of nephrolithiasis. In using the pelvic route, how- 
ever, one must bear in mind the relation of the 
renal vessels to the pelvis of the kidney, and must 
also consider the fact that there are several distinct 
types of pelvis, which present varying difficulties 
in the extraction of stones. 

While the anterior surface of the kidney is cov- 
ered with a network of vessels, the posterior surface 
is avascular with the exception of a few small 
veins, whose presence may be ignored, and a single 
artery, a branch of the artery to the superior pole 
of the kidney, which courses downward across the 
pelvis, commonly within the hilum, and therefore 
out of harm’s way. There is generally a venous 
loop about each of the calices. The pelvis itself 
may be large and capacious, of the ampullary type, 
or may be bifid, or otherwise subdivided. Ampullary 
pelves are the most numerous (70 per cent in the 
author’s experience) and are the most easily dealt 
with; on account of the small size of its subdivisions 
it may be very difficult to remove a calculus from a 
bifid pelvis. 

The X-ray is of considerable value as a means of 
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determining the position of the stone in the kidney, 
and some idea may often be formed with its aid of 
the accessibility of a stone by the pelvic incision, 
but it is upon the palpation of the kidney after it 
has been delivered that the form of operation must 
finally be determined. While very large and very 
deeply placed stones have been removed by pyelot- 
omy, the advisability of the operation in such cases 
is very doubtful. 

The author first ‘nserts two fine sutures in the pel- 
vis to act as tractors. The incision is made longi- 
tudinally between these sutures with a knife, and is 
enlarged with fine scissors. The finger can then be 
introduced and the kidney palpated bimanually. 
It is very much easier to locate a stone in this manner 
than when external palpation alone is employed. 
In removing calculi great gentleness is essential to 
avoid traumatism to the vessels lying within the 
hilum. Except in infected cases the wound in the 
pelvis is closed with oo chromic gut sutures. 

Comparison of nephrotomy and _ pyelotomy: 
Nephrotomy is preferable in cases in which there is 
a large branched calculus filling the renal pelvis, or 
in which there are many small calculi lying scattered 
throughout the kidney in closed cavities; it is to be 
chosen in infected cases in which there is more or 
less destruction of the parenchyma; it is the safer 
operation when the renal pedicle is short, or when 
there are extensive perinephritic changes; and it 
may be chosen when it is desirable to note the con- 
dition of the parenchyma of the organ. However, 
the danger of hemorrhage, both primary and 
secondary, is very much greater in nephrotomy than 
in pyelotomy; calculi are more easily overlooked, as 
thorough palpation is more difficult; and there is 
some danger of necrosis of the parenchyma. 

Pyelotomy, on the other hand, is the simplest 
method for the removal of calculi lodged at the 
juncture of the ureter and pelvis, or for calculi of 
moderate size in the ampullary type of pelvis or ina 
primary calix of a pelvis of the bifid or trifid type; 
it is the best method for calculi in the pelves of 
horseshoe kidneys, and in bilateral nephrolithiasis, 
especially when complicated by anuria; hemorrhage 
is unlikely; bimanual palpation of the kidney is 
available; and the operation can be performed 
rapidly and is followed by a short convalescence. 

S. W. Moorweap. 


Wilson: The Embryogenetic Relationships of 
Tumors of the Kidney, Suprarenal, and 
Testicle. Ann. Surg., Phila., 1913, lvii, 522. 

By Surg., Gynec. & Obst. 


Wilson considers the more minute embryologic 
anomalies which concern the development of these 
tumors based on a study of: renal tumors, 92; 
adrenal tumors, 3; testicular tumors, 21. He cites 
Huntington’s Harvey lecture of 1907 for a summary 
of the gross anomalies of the genito-urinary tract, 
and supplements his own material by a study of 
the human and comparative embryology of the 
regions. 
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He calls attention to the chain of relations. to 
which new links have recently been added, between 
the development of the organs in question and their 
pathology. The urogenital system presents more 
anomalies than any other set of organs in the human 
body. Nature in the development of these organs 
pursues an indirect and wavering course, first 
developing them in the embryo to a stage in which, 
like the mesonephros or Wolffian body, they present 
an appearance of being capable of active function, 
then only to degenerate and have their remains 
utilized for the building of new structures as the 
permanent kidney and testis. 

RENAL Tumors: total 92. There were 3 pelvic 
papillomas, 4 carcinomas, 1 squamous-celled epi- 
thelioma, 1 adenoma, 1 fibroma, 7 sarcomas, 1 
Wolffian tumor, 3 embryomas (Wilm’s tumors), 
and 71 mesotheliomas. For considering their 
embryological relationships, he groups these into 
(a) tumors of the pelvis and collecting tubules, (b) 
tumors of the cortex, and (c) tumors of the capsule. 

(a) Tumors of the Renal Pelvis. Most of the 
tumors of the renal pelvis—papillomas and carci- 
nomas—apparently arise secondarily to chronic 
irritative processes of the adult pelvic epithelium. 
Two of the four carcinomas were demonstrably 
superimposed upon extensive renal calculus forma- 
tion. One tumor, apparently of embryogenetic 
origin, a squamous-celled epithelioma resembling 
histologically a cancer of the lip, was evidently 
derived from the ectoderm. The explanation of 
the presence of ectoderm within the renal pelvis is 
as follows: The primary excretory duct enters the 
cloaca low down on that structure at a point close 
to its rectal portion. Before the opening occurs, 
however, the lumen of the cloaca may be seen to 
evaginate into the blind end of the primary excre- 
tory duct. Thus, though the primary excretory 
duct is normally composed entirely of mesoblast, 
there is a possibility, as an abnormality, of ecto- 
dermal cells from the rectum being carried into its 
lower end by way of the cloacal wall. 

(b) Tumors of the Renal Cortex. Primary car- 
cinomas and spindle-celled sarcomas of the adult 
renal cortex are rare. More often the point of 
origin of such tumors is in the pelvis, collecting tu- 
bules, or capsule. Most of the renal tumors which 
have been diagnosed as sarcomas are mesotheliomas 
—Wilm’s tumors—derived from inclusions of the 
lateral embryonic plates within the caudal portion 
of the nephrogenic cord in the early embryo. By 
far the most numerous tumors of the kidney are the 
mesotheliomas (so-called hypernephromas or Gra- 
witzian tumors) of the renal cortex. Of the 92 
renal tumors 71 were mesotheliomas—78 per cent. 
He urges the hypothesis that these so-called Grawit- 
zian tumors are not of suprarenal origin at all, but 
are mesotheliomas (nephromas); that they are 
elaborated from masses of nephrogenic tissue which 
have never become connected with the renal pelvis 
and which have never attained adult type in either 
form or function. 


(c) Tumors of the Renal Capsule. Most of the 
few true sarcomas of the kidney develop primarily 
in adult tissue of the renal capsule and involve 
the cortex secondarily. The renal cortex is fre- 
quently the site of inclusions from the mesonephros 
and rarely of inclusions from the suprarenal gland. 
Rarely, if ever, do either of these inclusions in the 
renal cortex form malignant tumors. Why should 
adrenal rests, though comparatively rare in the 
kidney, produce hypernephroma, the commonest 
renal tumor, while adrenal rests in other localities, 
though comparatively common, so rarely produce 
tumors, either benign or malignant? (Glynn). 

ADRENAL Tumors: Of the three primary tumors 
of the adrenal studied, one was an adenoma and the 
other two hypernephromas of the adrenal cortex. 
Primary malignant tumors of the adrenal are either 
round-celled sarcomas or more frequently hyperne- 
phromas arising from the adrenal cortex. Adrenal 
hypernephromas frequently induce abnormalities 
of sex and strength. Tumors of the adrenal, in 
whatever stage of their development, bear no his- 
tological resemblance to most mesotheliomas (so- 
called renal hypernephromas). 

TESTICULAR Tumors: total 21. Two were explored 
only, each apparently a sarcoma of an undescended 
testicle. All of the other 19, which were studied in 
histologic detail, were teratomas. ‘The history and 
histology of these was in harmony with Ewing’s 
hypothesis, that teratomas of the testicle arise from 
sex cells whose normal development has _ been 
suppressed. The difference in time of development 
of the embryonic crop of genitaloid cells and the 
next generation which appears at puberty may 
account for variations in structure and tempo of 
the testicular teratomas. Six of the 19 cases gave 
a history of injury definitely related to the onset of 
symptoms in the injured testicle. 


Joly: Three Unusual Cases of Renal Tumor; 
with a Discussion of the Operative Treatment 
of the Condition. Proc. Roy. Soc. Med., 1913, vi, 
186. By Surg., Gynec. & Obst. 


These cases of hypernephroma are reported be- 
cause of the predominance of hemorrhage, as a 
symptom, over pain or other features of the disease. 
The first case was interesting on account of a dark- 
colored mass, seen on cystoscopy, projecting from 
the ureter, which the author thinks may have been 
an extension from the growth in the kidney, but he 
does not prove it not to be blood clot. In the 
second case, the renal hemorrhage was so severe 
that the bladder became filled with clot enough to 
cause retention for eight hours. The bladder was 
distended to within one inch of the umbilicus, so 
that evacuation with a Bigelow instrument was 
necessary. The author believes that such severe 
bleeding from a renal condition is most unusual. 

In discussing the operative treatment of- malig- 
nant renal tumors the author points out that to- 
day, with our knowledge of the malignancy and 
tendency to form metastases, partial nephrectomy is 
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no longer justifiable. Moreover, simple nephrec- 
tomy—i. e., the operation performed for non-malig- 
nant renal tumors — is not sufficient on the ground 
that metastasis begins early, tumor cells rapidly 
spreading through the lymphatics into the para- 
aortic glands and into perirenal fat through ad- 
hesions between this and the surface of the tumor. 
He believes the only adequate and thorough method 
of dealing with these tumors is radical removal of 
the kidney within its fatty capsule, as recommended 
by Grégoire. In this procedure the dissection is 
carried on outside of the perirenal fascia of Zucker- 
kandl, so the kidney and surrounding fat are freed 
en masse down to the pedicle: here the para-aortic 
glands are to be looked for and dissected out. 

He advocates a T-shaped incision, allowing both 
exploration of the abdomen, to determine presence 
and extent of metastases, and approach to the 
tumor through the loin. The paper was discussed 
by Swan and Kidd who reported similar cases, and 
emphasized painless hematuria as an early symp- 
tom of tumor of the kidney. Horace BINNEY. 


Eisendrath: Tuberculosis of the Kidney. Jntersi. 
J., 1913, %X, 209. By Surg., Gynec. & Obst. 
The author calls attention to the fact that tuber- 
culosis of the kidney is a far more common disease 
than is frequently thought. From a study of nearly 
fifteen hundred operated cases, including a number 
of his own, he has found that one kidney was affected 
in over go per cent of the cases, and that when the 
diseased kidney was removed early the operative 
(that is, the immediate) mortality was a little over 
two per cent, and the late or remote mortality 
(first five years) was not much higher. These 
cases also show that hygienic and non-operative 
measures are very apt to result in failure in the cure 
of tuberculosis of the kidney as compared to the 
operative treatment. 
The mode of infection and the pathology of 
kidney and ureter tuberculosis is then discussed. 
Involvement of the opposite kidney and ureter 
always takes place along the route of the opposite 
ureter; that is, by the ascending or urogenous mode. 
Bilateral infection of both kidneys through the 
blood current may occur, but it is extremely rare. 
Tuberculosis of the kidney may be complicated by 
ordinary pus micro-organism infection. There exists 
a certain group of cases known as closed tuberculous 
pyonephrosis, in which extensive infection may 
occur in the kidney. Another important form of 
tuberculous change in the kidney is that which 
occurs after narrowing of the ureteral lumen, with 
retention of contents and the production of a 
typical hydronephrosis. The relation of the gono- 
coccus to tuberculosis is undoubtedly that it prepares 
the field for the tubercle bacillus, and many cases 
are due to a preceding gonorrheeal infection of the 
ureter and renal pelvis. An earlier diagnosis must 
be made if the operative results are to be improved. 
The following classes of cases are encountered: 
Those in which the bladder symptoms predominate; 
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those where the vague pains over the kidney with 
pus in the urine and gradual loss of weight and 
strength are present; those with pyuria and marked 
rise in temperature—these are usually cases of 
mixed infection; those with sudden _ initial 
hematuria; next, those presenting as the chief 
symptom a renal tumor without any symptoms 
—the closed tuberculous hydro- or pyonephrosis 
cases; and, finally, those cases in which a perine- 
phritic abscess of unknown origin occurs. 

The question of diagnosis and examination, in- 
cluding cystoscopy and ureteral catheterization, is 
discussed. 

The X-ray is of little value unless the so-called 
putty kidney is present. The shadows thus obtained 
may simulate the presence of stone. Calcification 
of a tuberculous area in any portion of the kidney 
may also simulate stone. 

In regard to treatment, the author believes that 
the non-operative method is applicable to but few 
cases. He quotes the statistics of Wildbolz, in 
which apparent cure only occurred in a small pro- 
portion of 316 non-operated cases. The statistics 
of 1,023 nephrectomies collected by Israel show 
that 75 per cent were permanently cured. This 
emphasizes the importance of making a diagnosis 
before the other kidney is involved, and also shows 
the great value of the operative treatment. 

Finally the method of operation procedure which 
he uses is detailed. 


Alger: Common Ocular Changes in Nephritis. 
Post-Graduate, 1913, xxviii, 331. 
By Surg., Gynec. & Obst. 

The author states that characteristic ocular symp- 
toms are not invariably present in nephritis. While 
Bright’s disease is often first discovered by the 
oculist, a larger number of cases show no ocular 
signs whatever. Three classes of symptoms are 
recognized: First, those due to toxemia; second, 
those due to vascular changes; third, those result- 
ing from general weakness. 

The commonest and most characteristic ocular 
symptom of nephritis is the so-called ‘albuminuric 
neuro-retinitis” which may occur in patients with 
little or no albumin. In nephritis of pregnancy, 
partial atrophy and permanent damage to the 
macular region may result from comparatively slight 
involvement of kidneys, while total blindness re- 
sults in 25 per cent of the cases. Premature labor 
should be induced if retinitis develops before the 
seventh month. In chronic interstitial nephritis 
the fundus picture is characterized by the vascular 
changes associated with the general arteriosclerosis. 

Prognosis as to vision depends upon the location 
of the lesions, as well as upon character and extent. 
Those due to toxemia are most favorable. In other 
forms the appearance of retinitis is the most ominous 
both as regards vision and life. From 60 to 80 


per cent in a long series of cases died within one 
year, and the percentage of total blindness was very 
large. 
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Chronic nephritis, with resulting high blood 
pressure, is probably a predisposing cause of glauco- 
ma. The errors of vision due to muscular weakness 
are often relieved by rest and proper glasses. 

Tuos. C. HALLoway. 


Underhill: Intermittent Pyuria Due to Infection 
of the Prostatic Utricle. J. Am. M. Ass., 1913, 
lx, 1073. By Surg., Gynec. & Obst. 


Underhill reports two cases of infection of the 
prostatic utricle with intermittent attacks of 
pyuria, and calls attention to the importance of 
differentiating such cases from conditions higher up 
in the urinary tract, which present the same pheno- 
mena. Both cases presented a history of gonorrhea, 
one six and the other eight years previous, and at 
irregular intervals for several years showed pus in 
the urine for several days. In one case these attacks 
were accompanied by frequency of micturition, and 
in the other by a sense of fullness in the _peri- 
neum, and an aching in the testicles, but by no 
frequency of micturition. On examination both 
cases showed normal conditions in the bladder, 
ureters, prostate, and vesicles. The urine drawn 
from the ureters and bladder was clear. The pros- 
tatic and seminal fluids were normal. The pus 
examined microscopically showed pus cells but no 
organisms. By the three glass test, the urine was 
turbid, showing pus, in all three. Endoscopic 
examination of the posterior urethra showed the 
veru-montanum to be swollen, oedematous, con- 
gested, and easily bleeding. The lips of the utricle 
were glued together and when forced apart by a 
probe allowed the escape of pus. The utricle was 
emptied of its pus and a 1 per cent of silver nitrate 
solution applied daily for a few days, with excellent 
results in one case, and the formation of adhesions of 
the utricular lips in the second. The application of 
1:1000 liq. formaldehydi completed the cure of the 
second case. 

The author mentions Geraghty as having called 
attention to recurring attacks of posterior urethritis 
as one of the results of infection of the prostatic 
utricle. In the cases reported the interesting points 
are the intermittent attacks of pyuria, lasting a few 
days, with symptomless intervals, and the similarity 
shown in these symptoms, to those occuring in 
tuberculous and other infections of the upper urinary 
tract. H. J. PoLkey. 


Caulk: Unilateral Renal Hematuria Cured by 
Pelvic Injections of Adrenalin. Jnierst. M. J., 
1913, XX, 348. By Surg., Gynec. & Obst. 


The author states that, in contradistinction to the 
prevailing idea that bleeding may originate from a 
nephritis which shows no clinical evidences of the 
disease, he has cured two cases of unilateral bleeding 
by pelvic injections of adrenalin 1 to 2000. Both 
cases demonstrated clinical evidences of nephritis 
which evidently took no part in the production of 
the bleeding. Still in the two cases reported the 
catheterized specimens from the kidneys upon 
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analysis showed albumen and casts. By reason of 
the excellent results the author obtained in these 
two cases he makes a strong plea for conservatism 
in urging renal decapsulation as a method of relief 
and warning the profession against immediate 
radical measures in these cases until pelvic injec- 
tions of adrenalin be tried first as a means of differ- 
entiation. In the two cases cited, he believes that 
the lesion responsible for the bleeding was undoubt- 
edly in the renal pelvix, but whether it was a vari- 
cosity, an erosion or a papillitis, he is not prepared 
to say. 

He is thoroughly convinced that many of the 
cases are due to nephritis but also believes many 
of the cases are due to renal pelvic lesions, and these 
should at first be proved or disproved by injection 
of adrenalin before any radical measures for the 
treatment of nephritis, such as decapsulation, are 
undertaken. 

It would be of interest if the author would keep 
in close touch with these cases to find out if any 
subsequent bleeding takes place and possibly later 
on find out the lesion responsible for such a hema- 
turia either by operative procedure or otherwise. 

C. R. O’CROWLEY. 


Pousson: The Future of the Nephrectomized. 
Am. J. Urol., 1913, ix, 113. 
By Surg., Gynec. & Obst. 

The author raises the question: 

“If the single kidney of a nephrectomized person 
generally suffices to assure him of the urinary func- 
tion during normal conditions of health, will it do 
the same in certain physiologic conditions as 
pregnancy, or in pathologic states as in an infectious 
disease, or even after a simple organic disturbance, 
such as operative or accidental trauma?” 


These points are considered under the following 
heads 


I. ANATOMICAL AND FUNCTIONAL MODIFICATIONS 
SUPERVENING IN THE KIDNEY REMAINING AFTER 
NEPHRECTOMY 

These modifications cannot be indifferent to the 
future pathology of the remaining kidney. First, 
the compensatory hypertrophy which is never want- 
ing either in man or nephrectomized animals. In 
this compensatory hypertrophy there is no formation 
of new glomeruli and tubules but simply an increase 
in the volume of those pre-existing. The process 
simulates an early stage of nephritis and consists 
of a proliferation of the parenchymatous elements 
to a greater extent than the interstitial. The modi- 
fications in the secretions of urine consist at first in 

a diminution of the quantity, the amount falling 

from one half to one third for the first three or four 

days, then rapidly increasing and exceeding the 
normal. There is present a small trace of albumen, 
and, in the sediment, leucocytes, casts and renal 
epithelium. These changes in the urine correspond 

to the anatomical lesions and show the presence of a 

true parenchymatous and _ interstitial nephritis. 
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This nephritis is due to the action of toxic substances 
accumulating in the blood upon the suppression of 
one kidney before the other can get into condition 
where it can take them off. The limitations of the 
inflammatory process are doubtless due to the 
relatively feeble toxicity of the blood and the rapid 
restoration of the field of elimination of the incited 
kidney. The foregoing eccur experimentally and 
are also true clinically when nephrectomy is prac- 
ticed for renal trauma. 

“Are they equally applicable when this operation 
is undertaken for an affection, acute or chronic, 
suppurative or non-suppurative, diathesic or non- 
diathesic, recurring later in the congener or else 
attacking it at the same time as the first?” 

Observations prove that -this is so. A toxic 
nephritis follows different diseases of the kidneys 
but is no contra-indication to operation; on the 
contrary, the nephritis clears up after the removal 
of the diseased kidney, provided the process has not 
advanced too far and the organism is not itself too 
much intoxicated. Just as in the well kidney, the 
diseased kidney becomes the seat of compensatory 
hypertrophy. In many subjects, hypertrophy of 
the remaining kidney has already developed before 
the removal of the diseased organ, thus offering the 
urinary secretion a substitute tield already prepared 
for work. This hypertrophy varies in different 
conditions; in uronephrosis, where there is a gradual 
and aseptic atrophy of the kidney, hypertrophy is 
complete and is comparable to that which follows 
experimental nephrectomy. Aseptic lithiasis is 
accompanied by a real, although slight, hypertrophy. 
In pyonephrosis, tuberculosis and cancer, it is slight. 

“Are the modifications observed in the remaining 
kidney during the interval following nephrectomy 
permanent, and does the kidney indefinitely retain 
this advantage so that it may assure the process of 
urinary secretion in all its integrity?”’ 

There are but few histological studies of the re- 
maining kidney recorded, but these all show the 
increase in volume relates to the glandular rather 
than the interstitial tissue showing a permanent 
and true hypertrophy. 

Chemical and _ histological examination of the 
urine as well as the various functional tests with 
methylene blue and other substances show in a 
majority of cases a complete return of renal function. 
This is equally true when the nephrectomy has been 
performed for disease, such as pyonephrosis, tuber- 
culosis or lithiasis, as for conditions which do not 
affect the anatomical elements, as traumatism. 

But this is not always the result and in a fairly 
large number of subjects one can find for many 
years persistent urinary troubles both quantitative 
and qualitative, these lesions being less the result 
of the toxic nephritis than of the lesions with which 
the kidney was itself affected at the time of inter- 
vention. The age and intensity of these changes 


explain their persistence, but, except in those cases 
where the original disease attacks in turn the 
remaining kidney, they tend to remain unchanged. 
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Clinical observation shows, despite these alterations 
in the urine indicating a kidney lesion, that a 
nephrectomized person can live for years without 
any aggravation of these conditions and may even 
overcome various diseases—still his resistance is 
undoubtedly diminished. 

Thus from the study of the kidney function, 
nephrectomized patients are divided into two 
groups: (1) Those who entirely recover their 
physiologic function and (2) those who retain more 
or less definite disturbances of these functions. 
The latter are in the minority. 


Il. VALUE OF THE SINGLE KIDNEY FROM THE POINT 
OF VIEW OF PURIFICATION OF THE BLOOD IN 
THE VARIOUS PHYSIOLOGIC AND PATHOLOGIC 
CONDITIONS. 


Resistance of the single kidney to intoxications and 
infections. There are many instances which show 
that unless the remaining kidney is badly diseased, 
nephrectomized persons stand infections on the 
whole very well. 

Effects of nephrectomy on the general health and 
on the development of the individual. In sup- 
purative lesions, acute and chronic, nephrectomy 
by removing the source of sepsis and permitting the 
remaining kidney to recuperate its functions restores 
general nutrition and causes actual resurrection in 
a few weeks. The influence of nephrectomy on the 


development of the individual when performed in 
adolescence or infancy seems to be nil, as is attested 
by various reported cases. 

Pregnancy; complications following confinement; 
nursing. Nephrectomy seems to have no effect on 


the development of pregnancy and many normal 
cases are reported, not only single but successive. 
The published case, however, gives no information 
as to the anatomical and functional state of the kid- 
ney but it is probable that its condition was normal. 
When there is present the slight nephritic lesions 
already referred to there is undoubtedly more dan- 
ger, particularly if some intercurrent infection adds 
its toxine to those of pregnancy. 

Abnormal and septic labors would undoubtedly 
offer considerable danger in women with one kidney; 
but this is theoretical, as none such are recorded. 
Nursing is no more interfered with by nephrectomy 
than is pregnancy. 

Trauma, Operations, Anesthesia. Trauma: with 
the exception of the sudden death of a nephrec- 
tomized patient due to accident, there are no 
instances to determine the resistance of such an 
individual to accident. It is arguable that in cases 
of severe shock, due to lacerated wounds or burns, 
the already grave prognosis would be aggravated. 

There are a large number of observations which 
prove that even the most serious surgical operations 
can be successfully performed on patients possessing 
but one kidney. Such operations should only be 
undertaken after one is assured of the proper func- 
tions of the kidney, and due care is to be observed 
during the operation and at subsequent dressings 
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as regards the employment of any antiseptic whose 
absorption might cause renal irritation. 

Anesthesia: individuals possessing but one kid- 
ney can be submitted to anesthetic inhalation with- 
out danger, due regard being had for the functional 
ability of the kidney. 


Medot: The Technique and Results of Lateral 
(Paraperitoneal) Nephrectomy. Am. J. Urol., 
1913, ix, 177. By Surg., Gynec. & Obst. 

Lateral nephrectomy is considered to be better 
than the anterior transperitoneal operation because 
the peritoneal cavity is not opened; because it is 
easier to push the entire peritoneal sac toward the 
median line than to keep a mass of intestines out 
of the operative field; and because by the lateral 
route the operative field is closer to the surface of 
the body. Over the commonly employed lumbar 
route it has the advantage of better exposure of the 
kidney pedicle, so that the necessary manipulations 
can be carried out under the guidance of the eye. 
Its chief disadvantage lies in the danger of post-opera- 
tive hernia on account of division of the eleventh 
intercostal nerve; yet of eighteen cases operated 
upon by this method eight were found to have a 
perfect cicatrix, while the remaining ten presented 
a slight impulse on coughing. 

Operative technique: The patient lies on his 
back slightly turned toward the healthy side, a 
sand-bag being placed beneath the affected side so 
as to throw the lower portion of the thorax forward. 
The incision starts at the point where the anterior 
axillary line crosses the costal margin, and is carried 
downward and forward to a point about one inch 
in front of the anterior superior spine of the ilium. 
The external oblique is split in the direction of its 
fibres; the internal muscles are cut across. If more 
room be required the mesial portion of the external 
oblique may be cut transversely. The peritoneum 
is then stripped forward and a long retractor in- 
serted to expose the renal region. The fatty capsule 
of the kidney is then opened and the organ freed 
under guidance of the eye, additional retractors 
being inserted to elevate the costal arch and lift 
up the peritoneum as far in as the median line of 
the body. The method is particularly applicable to 
cases complicated by dense adhesions. Drainage 
is established through a secondary wound in the 
loin. The muscles are sutured in two layers with 
interrupted sutures of heavy catgut. 

Healing is usually rapid, even in infected cases. 

S. W. MoorHEAD. 


Kellock: Ligature of the Renal Artery and Vein 
as a Substitute for Nephrectomy. Proc. Roy. 
Soc. Med., 1913, vi, 179. By Surg., Gynec. & Obst. 

The author’s attention was called to ligation of 
the renal vessels as a substitute for nephrectomy by 
the report of a case of tuberculosis of the kidney, 
operated upon by this method by an Indian surgeon. 

The method appealed to him as a useful one, and he 

accordingly adopted it in a case of pyonephrosis due 
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to renal calculus with a renal sinus in the loin. The 
kidney had previously been incised, an abscess 
opened which continued to discharge through the 
persistent lumbar sinus. As the patient was in 
poor condition, Kellock explored the wound, found 
the calculus the size of a hen’s egg which he re- 
moved, and two weeks later ligatured the renal 
vessels through abdominal route. 

In ten days the urine had become much clearer, 
the patient had improved, and there was very little 
discharge from the sinus. After nine weeks this 
sinus was again explored and several friable masses 
of kidney tissue came away. The wound then 
healed, and the patient recovered his health. The 
author discusses the technique of ligature by the 
abdominal route, and points out that on the right 
side the vessels are more difficult to reach since the 
head of the pancreas and the duodenum overlie 
them. 

In the discussion of the paper, Swan said that he 
felt it would be a useful method in cases of renal 
sinus in the loin, but he did not believe it would 
check suppuration of a tuberculous kidney. Makins 
reported a case in which ligation was performed, and 
the effect was only temporary, possibly due to the 
presence of a supplemental renal artery which 
preserved the circulation of the kidney. 


Guiteras: Some Aspects of Renal Surgery. Canad. 
Pract. & Rev., 1913, Xxxviii, 191. 
By Surg., Gynec. & Obst. 

This article is the report of an illustrated lecture 
given by Guiteras. It consists chiefly of references 
to cases in his own experience, with a few general 
observations on the conditions thus illustrated. 

The lecturer considers first developmental anom- 
alies of the kidneys, such as unilateral, asym- 
metrical and horseshoe kidney, and variations in 
the position of the organ. He speaks also of cases 
of hydronephrosis, rupture of the kidney, nephro- 
lithiasis, cystic and polycystic kidney, and renal 
tumor. 

Two cases of unusual interest which he mentions 
concern the rupture of a pyonephrotic kidney con- 
taining calculi, and hydatid cysts of the kidney. 

GrorGcE G, SMITH. 


Lloyd: Is Decapsulation of the Kidneys for 
Chronic Bright’s Disease Justifiable? Post- 
Graduate, 1913, xxviii, 338. By Surg., Gynec. & Obst. 


Basing his observation upon the record of 102 
cases previously reported by Edebohls, and 19 cases 
reported by himself, a total of 121, of which 41 cases 
were cured and have remained well, the author 
concludes that the operation is justifiable. In 
addition to the 41 cases cured, 53 others were im- 
proved. All of the cases referred to had resisted 
careful and scientific medical treatment. Few of 
them had received post-operative treatment of any 
kind, improvement being due solely to effects of 
renal decapsulation. The mortality of the opera- 
tion was slightly above ro per cent. 
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The author believes that the immediate good 
effects are due to the “massage of the kidneys” and 
the relief to congestion afforded by the direct ab- 
straction of more or less blood from the organ dur- 
ing operation. In all cases that are steadily pro- 
gressing, in spite of rational medical treatment, 
operation is advised. Tuos. C. Hattoway. 


Baright: Method of Classification, Diagnosis 
and Therapy of Kidney Disorders, Based on 
Functional Testing. Med. Rec., 1913, lxxxiii, 699. 

By Surg., Gynec. & Obst. 


The author gives a history of kidney disorders 
from the time of Bright (1836) up to the present. 
He cites the different theories including the modern 
view. This is as follows: The urinary water and 
crystaloids are separated from the blood serum in 
the glomerulus by a simple process of infiltration 
which is dependent upon the blood pressure and 
chemical composition of the serum; in the tubule, 
the primary urine is concentrated by water re- 
absorption and at that time is enriched by the addi- 
tion of certain organic and inorganic constituents. 
He discusses the normal function of the kidney and 
divides it into three processes: simple filtration, 
osmosis and synthesis. He discusses the diagnosis 
of dropsical and non-dropsical or uremic nephritis 
as well as the method of producing experimental 
nephritis by the administration such as cantharides, 
corrosive sublimate, etc. He prepared a schematic 
outline for the classification, diagnosis and therapy 
of kidney disorders from his experience and knowl- 
edge of the kidney. The article is very exhaustive. 

J. Rappa. 


Braasch: Recent Progress in Ureteropyelography. 
J. Mich. St. M. Soc., 1913, xli, 189. 
By Surg., Gynec. & Obst. 


Ureteropyelography has been employed in the 
Mayo Clinic in the treatment of more than 1,000 


patients without fatality or permanent injury. The 
following technical precautions are to be employed: 
(1) Colloidal silver crystals are to be carefully ground 
in mortar and then filtered; (2) solution to be 
warmed and not boiled; (3) solution to be injected 
by gravity method; (4) large ureteral catheter 
should be used. Contra-indications for its use are 
(a) in markedly hypersensitive individuals; (b) with 
ureteral obstruction which will not permit the 
pelvis of the kidney to drain after the colloidal 
injection, as with large hydronephrosis; (c) in any 
condition which can be definitely diagnosed without 
ureteropyelography. When the ureter appears 
kinked in the erect pyelogram or when the ureter 
assumes an anomalous course after leaving the 
pelvis there is no objective indication for operation 
unless a dilatation of the pelvis or ureter can be 
demonstrated above it. It is often difficult and 
occasionally impossible to distinguish between the 
outline of a small hydronephrosis (20 to 30 cc.), and 
that of a large normal pelvis. Small hydronephroses 
must be completely distended in order to be recog- 
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Fig. 1. (Proust and Buquet.) Preparation of the 
superior end. The needle, having traversed the wall of 
the ureter from within, out, at a distance from the cut 
edge, is returned from without, in, close to the cut edge. 


nized. Care is required to fully distend the ureter 
in order to demonstrate dilatation. Gas and oxygen 
as injecting mediums instead of colloidal silver have 
not proved practical in the author’s experience. 
Confusion of the shadow of the pelvis injected with 
air with that caused by gas in the adjoining bowel 
renders interpretation uncertain. Lack of detail 
in air-distended pelvic outline is a disadvantage. 
Distention of ureter is frequently difficult to show 
unless fully distended. Colloidal silver will not 
outline ureter if allowed te run in from the bladder 
when the patient is in the Trendelenburg position 
unless the meatus be dilated. 


Proust and Buquet: Technique of Circular 
Ureterorraphy (Technique de l’uréterorraphie circu- 
laire). J. de chir., 1913, X, 417. 

By Surg., Gynec. & Obst. 
The indications for circular ureterorraphy, state 

Proust and Buquet, are almost exclusively furnished 

by cases of voluntary or involuntary section of the 

ureter in the course of operative procedures. In a 

general way, the end to end suture of the authors is 

accomplished by one of the following methods: 

Direct suture, suture upona conductor,and suture by 


Fig. 2. (Proust and Buquet.) Preparation of superior 


end. Tension upon the opposite ends of the sutures causes 
eversion of the mucous membrane. 


invagination. After a comprehensive review of the 
literature, with comments upon the technique of the 
exponents of these three methods, the authors. 
disclaiming originality for their ideas, base their 
operation on these fundamental points: i. e., invagina- 
tion (after Poggi); eversion of the mucosa of the 
superior end (after Ricard), and the folding in of the 
inferior end (after Pozzi). 

First step: Preparation of the superior end of the 
ureter; eversion of the mucosa. After trimming the 
cut edge smooth with the scissors, the mucosa is 
grasped at four equidistant points by fine toothed 
artery forceps (Kocher-Terrier) and carefully separat- 
ed from the overlying tissues with the non-toothed 
dissecting forceps. When the eversion of the 
mucosa can be easily accomplished, one stitch is 
passed in each space between the forceps including 
the wall and cuff. When the eversion presents some 
difficulty, its fixation is accomplished by a special 
manceuvre. A cambric needle threaded with ooo 
catgut is passed through all coats of the ureter 
from within out, about one centimeter from the cut 
edge. This same needle is returned through the wall 
from without in, very near the free edge (Fig. 1.) 
The procedure is repeated in the remaining three 
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Fig. 3. (Proust and Buquet.) Preparation of the in- 


ferior end. Longitudinal incision. 


spaces between the guide forceps. To evert the 
mucosa, equal traction is made on all threads; the 
four which emerge nearer the cut edge are pulled up 
toward the kidney, the others down (Fig. 2). 

Second step: Preparation of the inferior end. In 
order to prevent compression of the invaginating 
superior extremity, the upper end of the inferior 
extremity is dilated by gently separating the blades 
of a fine artery forcep introduced into the lumen. 
Next, two artery forceps as guides are placed close 
together on the cut edge and the ureter divided 
longitudinally between them for a distance of one 
centimeter (Fig. 3). 

Third step: Invagination. This is accomplished 
by means of the four sutures in the superior end. 
Each end of each suture is threaded on a cambric 
needle. That emerging externally (the one which 
engages the everted mucosa) is introduced into the 
lumen of the inferior end and pierces the wall from 
within out, about two centimeters from the margin; 
that emerging internally (the one which emerges 
from the lumen of the ureter) is introduced similarly 
to the first, parallel to it, and emerges from the wall 
from within out, two millimeters lower (Fig. 4). The 
order of introduction followed by the authors is to 
commence with the posterior pair, then the internal, 


Fig. 4. (Proust and Buquet.) Ready for invagination. 
Introduction and fixation of the posterior and internal 
guide sutures. 


external, and finally the anterior. To complete the 
invagination, the eight ends are carefully paired, 
gently drawn until slight resistance is met, each pair 
tied and the loose ends cut (Fig. 5). 

Fourth step: The inversion of the inferior end. 
Near each border of the longitudinal cut, at equal 
distance from its extremities, a single short stitch is 
taken with fine catgut. Drawing upon the loose 
ends of these stitches causes the center of the flap 
ends to bulge, and the ends are easily turned in by 
means of the grooved director (Fig. 6). The inver- 
sion is completed for the entire circumference and 
is held in place in the following manner: The inner 
end of each guide suture is threaded on a tine curved 
needle, with which a single stitch is taken in the wall 
of the superior end of the ureter; care being taken not 
to enter its lumen. Two similar sutures are taken 
posteriorly, and tied. Before tying the two anterior 
sutures, a stitch is taken in the free borders of the 
longitudinal incision in order to close this cut and 
at the same time to assure the apposition of the 
inverted wall (Fig. 7). It is equally important to 
note that the approximating sutures should not be 
in the same longitudinal axis as the sutures of in- 
vagination but should alternate regularly with 
them (Fig. 8). 
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The invagination com- 
pleted. The ends of the guide sutures are tied in pairs. 


Fig. 5. (Proust and Buquet.) 


The great advantage of this technique, claim the 
authors, is that the coaptation is obtained more by 
the disposition of the surfaces than by the action of 
the sutures, and no matter how quickly the catgut 
is absorbed there will follow no separation of the 
two ends. Also from the viewpoint of ulterior 
functional result, the eversion of the mucosa is of 
enormous advantage for it produces an orifice lined 
with mucous membrane and a protection against 
retraction. 

The functional results of experimental ureteror- 
raphy, as studied by Alkane, show that the rhythmic 
ejaculation of the sutured ureter is much slowed, 
but each ejaculation is more abundant. Alkane 
explained this phenomenon by a slight stenosis 
which makes it necessary for the superior end to 
become distended and form a pouch before it could 
empty itself into the lower end. In a case quoted 
by the author, seven months after operation, the 
sutured ureter gave four ejaculations per minute 
each of eight to ten drops of clear urine, similar 
in many respects to that of the opposite side. 

The conclusion drawn by the authors is that from 
the point of view of physiologic result, the eversion 
of the mucosa added to the classical procedure of 
invagination assures a much better outflow of urine 
and more surely prevents stenosis. Collected 
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Fig. 6. (Proust and Buquet.) Showing the method of 
turning in the inferior end with the grooved director while 
traction on the two loops of catgut causes the edges of the 
longitudinal cut to balloon out. 


statistics show that suture by invagination gives 
one half as many urinary fistule as the suture direct. 
Also invagination permits the use of catgut as 
suture material; whereas silk, necessary in the direct 
method, may be a starting point of urinary calculi. 
In practising the suture by invagination, especially 
with eversion of the mucosa, it is essential that the 
ureter be long enough to allow a good overlapping 
of the two ends. The ureter can only have been 
cut, not resected. If the loss of substance is such 
that it causes a noticeable stretching, it is better to 
resort to the suture direct and if this threatens to be 
followed by a marked tension, due to retraction of 
the two ends, it would then be more prudent to resort 
to the suture upon a conductor. Evus FIscHet. 


Bonn: Ureteral Catheter Diagnosis and Therapy. 
Indianapolis M. J., 1913, xvi, 137. 

By Surg., Gynec. & Obst. 

The writer discusses the technique of ureteral 

catheterization in detail with especial emphasis upon 

the X-ray procedure. He discusses determination 


of the capacity of the renal pelvis, vesical lesions, 
stricture and obstruction of the ureter, dilatation 
and fistula of the ureter, hydronephrosis, acute pye- 
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Fig. 7. (Proust and Buquet.) Approximating sutures 
showing the position of the sutures. 


litis, cystitis, hematogenous renal infection, pyo- 
nephrosis and renal tuberculosis. 

In conclusion, Bonn calls attention to the fre- 
quency of errors in the diagnosis of renal tubercu- 
losis. ‘“‘There are many cases of renal tuberculosis,” 
he says, ‘‘that are now being treated for retroversion 
of the uterus because the tipped-up portio vaginalis 
produces a certain amount of vesical irritability.” 
The author assumes that the diagnosis is usually in 
error and cites three cases as proof. In these cases 
the faulty diagnosis occasioned delay which made 
possible the development of bilateral renal tubercu- 
losis. 

The author recommends better diagnosis and an 
early nephrectomy. He also suggests dissection of 
the ureter and ligation close to the vesical meatus. 
Where such procedure is contra-indicated the writer 
recommends ‘‘auto-ureterectomy” by the injection 
of pure phenol. Harvey A. Moore. 


BLADDER, URETHRA, AND PENIS 
Buerger: The Pathology and Treatment of Cal- 
lous Ulcer of the Bladder. Med. Rec., 10913, 
Ixxxiii, 656. By Surg., Gynec. & Obst. 
The author, in his very interesting article, makes 
a point in stating that the so-called cases of simple 


Fig. 8. (Proust and Buquet.) The completed opera- 
tion. Note the alternating position of the knots in the 
two rows of sutures. 


ulcers of the bladder are not of the type that he 
terms callous variety. He states among other 
things that ‘‘a superficial study and cursory perusal 
of the reported cases in the literature may give the 
impression that topical applications of silver nitrate 
can cure simple ulcers of the bladder. 

“A critical review of the history of such cases and 
the cystoscopic findings would lead to the conclusion 
that such cases belong to the superficial variety of 
ulceration, and that no case of deep-seated callous 
ulceration has been cured by topical application of 
medicaments alone.’’ He further states that the 
cases which he diagnosed under this heading did not 
yield in any way to repeated fulguration. 

After detailing two of his cases, he draws the 
following conclusions: 

1. Clinical, cystoscopic and pathological studies 
in two cases of vesical ulceration have conclusively 
shown that simple callous ulcer of the bladder can 
and does exist. 

2. The clinical symptoms of this condition are 
intense dysuria, urgency, frequency of micturition, 
with sanguineous and purulent urine. The mani- 
festations become progressively more marked and 
take a chronic course. 

3. The chronicity of this disease and the pro- 
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gressive impairment of vesical capacity speak 
strongly for the view that chronic cystitis and con- 
tracted bladder are often the sequela and outcome 
of solitary ulceration. 

4. The region of the trigone seems to be the fa- 
vorite site for the chronic indurated type of ulcera- 
tion. 

5. Although designated as simple, and often as 
solitary, ulcer of the bladder, this condition may be 
accompanied by superficial erosions of the mucous 
membrane, elsewhere in the bladder, which are un- 
doubtedly secondary to the intense cystitis accom- 
panying the ulcer. 

6. The most effective and rapid method of curing 
the disease as well as the simplest procedure is the 
excision of the ulcerated area by means of the au- 
thor’s operating cystoscope and punch forceps. 

7. Less radical measures of treatment, such as 
cauterization with the actual cautery or fulguration, 
and silver nitrate irrigation are of no avail in this 
type of ulcer. 

8. Histological examination in two cases has 
shown that the pathology of this condition is 
rather characteristic, there being a superficial de- 
posit of urinary salts, a layer of necrosis and ulcera- 
tion, and a stratum of newly formed connective 
tissue with active evidences of inflammation. The 
margin of the ulcer shows intensely vascular in- 
flamed mucous membrane and submucosa. 

9. In every case of chronic cystitis, particularly 
in women, where dysuria, urgency, and frequency of 
micturition are marked, a careful search should be 
made for this form of ulcer, for if it be present it is 
more than likely that a chronic cystitis and an 


irritable and contracted bladder are secondary, and 
may be cured by the method advocated. 
IRWIN S. KOLL. 


Newman: Chronic Cystitis and Retention of 
Urine, Treatment by Drainage and Its Bene- 
ficial Effect Upon Damaged Kidneys. Practi- 
tioner, Lond., 1913, xc, 672. 

By Surg., Gynec. & Obst. 

In this article the author presents the results of 
his personal experience in drainage of the bladder 
in cases where back pressure from obstruction has 
damaged the kidneys. He reaches the following 
conclusions: 

1. Obstruction to the free escape of urine, involv- 
ing increased tension in the kidneys, may lead to 
the development of symptoms — polyuria, albu- 
minuria, and toxemia — resembling those of inter- 
stitial nephritis, which form serious complications 
of the bladder trouble, and, if not relieved, ulti- 
mately lead to toxemia. 

2. Drainage may be carried out in three ways: 
(a) By urethra, (1) intermittent catheterization and 
irrigation, (2) continuous drainage by inlying 
catheter. (b) By perineal urethrotomy. (c) By 
suprapubic cystotomy. 

Of these methods the author prefers suprapubic 
cystotomy. 
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3. By free continuous drainage of the bladder 
these symptoms diminish and ultimately disappear, 
and the patient is placed in a more favorable condi- 
tion for operation should further treatment be 
required. 

4. Free continuous drainage is also followed by 
diminution in the size of the kidneys and contrac- 
tion of the ureters, so that the orifices regain their 
normal valvular action. 

5. Inchronic cystitis, free drainage by suprapubic 
cystotomy is the surest method of giving relief to 
the symptoms or of curing the disease. 


Cumston: Suprapubic Cystostomy. 


N.Y. M./J., 
1913, xCvii, 646. 


By Surg., Gynec. & Obst 
The indications for cystostomy in cancer of the 
prostate and in all other malignant neoplasms of the 
bladder and urethra arise under two very different 
circumstances—when the growth is still operable it 
is a temporary palliative operation, and it is per- 
manently palliative when the growth has become 
inoperable. The symptoms of maligant affections of 
the prostate are quite the same as for simple pros- 
tatic hypertrophy. In either case, the indications 
for suprapubic cystostomy are the serious com- 
plications, as acute retention, severe infection, 
intolerable pain, profuse hematuria, and bad general 
condition. Suprapubic drainage will relieve the 
urgent symptoms and allow at a later date the 
removal of the diseased gland. The author presents 
six cases of suprapubic cystostomy in the inoperable 
stage who were made comfortable from two months 
to two years. In operable cases, total prostatectomy 
should follow as soon as the conditions admit. 
Frequently the progress of the malignant disease is 
lessened by the favorable general effect of the 
operation and in some cases the life of the patient 
is thereby considerably prolonged. Desnos reports 
a case that survived the operation for over four 
years. The author includes in his indications 
malignant disease of the rectum and other intra- 
pelvic carcinoma which may have involved either 
the prostate or bladder to the extent of giving rise 
to severe urinary disturbances, and especially recom- 
mends permanent suprapubic cystostomy in all 
cases of inoperable prostatic malignant disease, since 
a temporary cystostomy will rarely suffice. 
Harry D. Orr. 


Gosset: A Case of Exstrophy of the Bladder 
Treated by the Operation of Heitz-Boyer- 
Hovelacque (Un cas d’exstrophie vésicale traité 
par l’opération de Heitz-Boyer-Hovelacque). Bull. 
et mém. Soc. de chir. de Par., 1913, XXxix, 229. 

By Journal de Chirurgie. 


Gosset presents a boy, 19 years old, whom he had 
operated for exstrophy of the bladder by the method 
of Heitz-Boyer-Hovelacque. Three operations had 
previously been done at eight, fifteen and sixteen 
years by the plastic methods then in use and each 
time it failed. Gosset followed the technique of 
Heitz-Boyer-Hovalacque exactly and considers it 
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perfect. He began the operation with the inten- 
tion of using the method of Cuneo, which had 
attracted him and seemed the simplest. In the last 
step of the operation it is necessary to use a loop of 
the ileum with a long mesentery, one that can be 
pulled down easily. In the case at hand he found 
that he could not lower the terminal loops of the 
ileum. He therefore turned to the method of 
Heitz-Boyer-Hovelacque. 

In this method the most delicate point is the 
anastomosis of the left ureter; the vessels of the 
mesocolon interfere but nevertheless they must be 
preserved. 

Gosset carried out the entire operation at one 
time. His patient was cured. It must be 
noted that the upper urinary passages were not 
infected. The patient can hold his urine during the 
day. During the night he had involuntary passage 
only twice during two months. J. Dumont. 


Cumston: Excision and Suture in the Treatment 
of Dense, Close Urethral Strictures. Ann. 
Surg., Phila., 1913, lvii, 536. 

By Surg., Gynec. & Obst. 
Cumston describes what he considers the operation 
of election in cases of dense, close urethral strictures. 

Such strictures, he says, occur most commonly after 

traumatic rupture of the bulbar urethra. Excision 


of the scar without doubt gives the best results; 
there are, however, several methods of treating the 
severed urethral ends. 

Any method requiring a permanent catheter in 
the urethra is bad: urine cannot be kept out of 


the urethra; it stagnates about the line of suture, 
causing suppuration and resulting scar; orchitis 
is caused by the catheter. Urethrostomy, on the 
other hand, requires two operations and perineal 
urination for months. 

In the operation which Cumston advocates, the 
urethra is opened on the point of a sound just in 
front of the stricture. The cicatrix is removed as 
completely as possible; as much as 6 cm. of urethra 
may be resected. The posterior segment is freed 
for 1 to 2 cm., the anterior for 3 to 4. Sutures are 
then placed in the peri-urethral tissues so as to bring 
the ends together without tension; the ends them- 
selves are united by fine catgut stitches while a 
large sound isin the urethra. The urethra is opened 
upon the sound at least 114 cm. behind the 
suture line, and a catheter fastened in the bladder 
through this incision. The perineal wound is closed 
for two thirds of its extent. 

In case retrograde catheterization has been 
necessary, or the stricture is so deep that the button- 
hole would come in the membranous urethra, supra- 
pubic drainage is advised. 

The catheter is removed on the tenth day and 
sounds passed on the twelfth. The bladder should 
be washed daily but the anterior urethra should 
be left alone. In the presence of severe cystitis 
the catheter may be left in much longer than ten 
days. Grorce G. Situ. 
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Pedersen: Urethral and Periurethral Lithiasis. 
N.Y. M. J., 1913, xcvii, 482. 
By Surg., Gynec. & Obst. 

The author carefully discusses the three bases of 
lithiasis in all urogenital organs as disturbances in 
urinary metabolism causing precipitation of normal- 
ly dissolved salts, and as disturbances in the hy- 
draulics and physics of urination favoring retention 
and decomposition, usually with (rarely without) 
infection — both these constituting the primary 
pathogenesis of lithiasis. Foreign bodies the result 
of disease, surgery, and perversion are the third 
basis. These stones are migratory or formative — 
strictly native urethral stones. Calculi may _be- 
come encysted in pockets and diverticula. Accord- 
ing to Englisch, impaction occurs in the membranous 
urethra 42 per cent, in the penile urethra 58 per cent 
(navicular fossa 11.2 per cent, pendulous portion 
14.5 per cent, scrotal portion 13.7 per cent, bulbous 
portion 18.6 per cent). From their origin stones 
may be endourethral and periurethral.  Lithiasis 
affects children and adults, giving in the former 
objective symptoms only and in the latter usually a 
previous history followed by a crisis of shock, 
anuria, retention of urine, distended and tender 
bladder, rupture of the urethra and extravasation, 
especially in children. 

On physical examination stones may frequently 
be located with the urethroscope and sounds 
within the urethra, or with the finger externally 
or through the rectum. Numerous case reports 
of lithiasis in children with and without fatal 
issue of operation are cited. | Numerous case 
reports of urethral calculi are cited having 
native migratory and foreign body origins. A 
preference is shown for the classification of these 
stones into those of the anterior and_ posterior 
urethra from the standpoint of treatment rather 
than from the standpoint assumed by the German 
authorities, namely of the division of the stones 
into the strictly endourethral and exourethral 
sources. The author’s case of prostatic calculi is 
described under the heading of periurethral lithiasis. 

The relation of radiography to urethral and peri- 
urethral lithiasis is briefly discussed. ‘Treatment is 
concerned with preventive and curative measures. 
The former embraces the management of metabolic 
errors, both systemic and urinary. Curative treat- 
ment includes emergency and_ election cases. 
Emergency work in this field is usually met with in 
childhood and old age, while the midlife conditions 
are mostly of the election type. The presence or 
absence of complications makes up the chief point of 
the election cases. Uncomplicated simple urethral 
lithiasis has its own and obvious indications. On 
the other hand the complicated, which usually means 
infected, cases add the element of free drainage as 
well as the removal of the stone or stones. This is 
a valuable review of the whole subject through the 
history of the past up to the present in the light of 
modern urological knowledge and diagnostic acu- 
men. 
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Culler: Epididymotomy: A Plea for a Rational 
Treatment of Epididymitis. Am. J. Urol., 1913, 
ix, 193. By Surg., Gynec. & Obst. 

In this short article the author makes a plea for 
the operative treatment of epididymitis, claiming 
that this is the only rational treatment. He states 
that gonorrhceal infection of the epididymis results 
in abscess or cyst formation and therefore drainage is 
necessary. 

Early experience with Hagner’s operation con- 
vinced him of the value of epididymotomy, but he 
considers this operation too formidable. He de- 
scribes his simple technique, which he has used in a 
series of sixteen cases. The steps in his operation are 
as follows: An incision three fourths of an inch 
in length is made over the most prominent point of 
the infiltrated mass down to the dense fibrous cover- 
ing of the epididymis. Puncture of the tunica 
vaginalis is made from the nearest wound angle with 
a needle or a tenotome. An incision in the dense 
fibrous covering of the major or minor is made in the 
long axis of the tumor. The point of a hemostat 
is then thrust into the mass with the idea of entering 
the pus pocket, the instrument is opened and then 
withdrawn. <A piece of No. 3 tubing one inch in 
length is inserted into the bottom of the wound and 
fixed with a suture. Copious dressings and a jumbo 
suspensory complete the procedure. Pus will be 
found in all advanced cases and the fluid escaping 
in incipient cases will be found to contain gonococci. 

In this series of sixteen cases he noted the follow- 
ing results: 1. Sudden and permanent relief of the 
pain. 2. Defervescence in forty-eight hours. 3. 
Rapid reduction in size of inflammatory mass. 4. 
Early healing of operation wound without suppura- 
tion. 5. Early convalescence without relapse. 

H. A. Fowter. 


Armstrong: Prostatectomy—Suspension of the 


Bladder. Canad. M. Ass. J., 1913, iii, 167. 


By Surg., Gynec. & Obst. 


The author advises the suprapubic operation for 
the removal of the prostate. He also advises the 
suture of the bladder to the anterior wall and the 
obliteration of the prevesical space at the time of the 
operation. These two results are obtained in the 
following manner: A catgut suture is passed 
through the anterior sheath of the rectus and through 
the edge of the opening into the bladder from the 
outside, in and then out again through the bladder 
wall and the anterior rectus sheath, the point of 
exit from the bladder being either one inch above or 
below the point of entrance. This is repeated on the 
other side. When these two sutures are tied the 
bladder is firmly anchored to the abdominal wall and 
the prevesical space is practically closed. 

The author maintains that this operative technique 
tends to obliterate the post-prostatic pouch, and 
patients are relieved of their residual urine at once. 

V. D. 


Rockey: Prostatectomy by a Composite Method. 
Surg. Gynec. & Obst., 1913, xvi, 424. 
By Surg., Gynec. & Obst. 

The method is termed “‘composite’’ because it 
utilizes features of technique devised by various 
operators. These have been blended to form what 
the author at this time considers the best procedure 
in the facility of operation with minimum danger, 
speedy recovery, and excellence of final results. 

The operation is a suprapubic enucleation, utiliz- 
ing the technique developed by Belfield, McGill, 
Fuller, Guiteras, Freyer, Squier, and the author. 
His additions are short incision, valvular sus- 
pension of the bladder by two stitches, and the 
total abandonment of irrigation, either at the time 
of operation or as a routine during the after-treat- 
ment. Intravesicle retractors, sponging, and pack- 
ing are not used. 

The detail of the operation is as follows: Spinal 
anesthesia is produced by stovaine, or general 
narcosis by ether. The bladder is filled with warm 
water. When catheterization is difficult, and the 
bladder is already distended with urine, the opera- 
tion may proceed without any bladder irrigation. 


Wishard: Pre- and Post-Operative Treatment of 
Prostatectomy. Lancet-Clin., 1913, cix, 258. 
By Surg., Gynec. & Obst. 


The author of this paper lays particular stress up- 
on the preparatory treatment as well as the post- 
operative care of the cases subjected to prostatec- 
tomy. Not only does he consider better results 
obtainable by way of cure, but better opportunity 
for the study of cases, where the patients are sub- 
jected to a preparatory treatment. It has been the 
author’s custom “‘for many years to secure drainage 
by catheter anchorage during a greater or less length 
of time before operation, and where the anchorage 
of the catheter could not be borne, to have recurrent 
catheterization as systematically followed as possible. 
Relief of bladder irritability, improvement of the 
condition of the urine, and especially in diminution 
of amount of pus, epithelial débris, and improvement 
in the specific gravity, reaction, odor and the pres- 
ence of urea, have been usually observed where this 
plan has been followed.” More recently he has 
given more time to the functional elimination test 
and has observed that a careful preparation has 
influenced good results along this line. Improve- 
ment in elimination has always followed systematic 
use of normal saline solution by proctoclysis. He 
calls attention to the fact that the use of urotropine 
in large doses and covering a long period of time 
should be given with care, because not infrequently 
there are no results obtained from same; at the same 
time bad results may intervene, such as irritation of 
the kidneys. The average period of preparatory 
treatment required in the author’s cases has been 
‘from one to two weeks.” 

During anesthesia normal saline solution is given 
by hypodermoclysis in practically all of his cases. 
He notes a warning to operators by remarking that 
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the liability to post-operative hemorrhage is much 
influenced by the carefulness with which enucleation 
is done. He lays stress upon the use of continuous 
irrigation. 

In the perineal operation the author utilized a 
metal inflow and outflow tube devised by his assist- 
ant, Hamer. 

The handling of the patient is greatly facili- 
tated by the separate and complete wrapping of each 
leg in a blanket, which also facilitates the handling 
of whatever drainage apparatus may be employed. 

“The question of getting the patient up early is,” 
the author believes, ‘“‘to be fairly regarded as still 
debatable; getting the patient into the semi-upright 
position the first or second day following operation 
by a properly adjusted body support has seemed 
both beneficial and desirable.” 

He concludes by remarking that occasional 
occurrence of fistula is not necessarily an argument 
against any form of enucleation. He has had no 
permanent incontinence following in any of his cases 
operated by the median perineal incision, although 
it has persisted for a greater or less length of time 
in some of them. ‘‘Systematic and persistent use of 
dilatation of the prostatic urethra and vesical orifice 
with the Kollman dilator has usually given prompt 
relief.” Irvin S. 


Kolischer: The After-treatment of Suprapubic 
Prostatectomy. Surg., Gynec. & Obst., 1913, xvi, 
332: By Surg., Gynec. & Obst. 


The author discusses the after care in two divisions 
— the attention to the field of operation, and the up- 
holding of the general condition of the patient. 

The most important factor in the local care is the 
maintenance of proper drainage of the bladder; this 
is accomplished by connecting the bladder tube 
through a glass coupler with a long rubber tube, the 
distal end of which dips into a graduated vessel 
containing some antiseptic fluid, which is placed on 
a lower level than the body of the patient; a con- 
tinual syphonage is started and maintained by in- 
jecting fluid through the long tube into the bladder 
and then submerging the free end of this tube, while 
it is still filled, into the fluid contained in the receiv- 
ing vessel. Any interruption of syphonage is 
marked in the glass coupler by the appearance of 
air bubbles, in which event the drainage is re- 
established by again injecting fluid. Once in 24 
hours the bladder is disinfected with a 20 per cent 
argyrol solution, and the silver salve dressing is re- 
newed at the same time. After three days the 
bladder tube is removed and the bladder is flushed 
out by means of a soft catheter and a hand-syringe 
with a 1:5000 silver solution. The urine then drains 
out of the abdominal fistula into the gauze and 
oakum pad dressing, underneath which the abdom- 
inal skin is protected from the macerating influence 
of the urine by a thick coating of vaseline. This 
dressing is changed every time the moisture 
penetrates the uppermost layers of the padding. 
All special devices for catching the escaping urine 
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are supertluous. In case the patient should fail to 
start natural urination on the seventh day a few 
large steel sounds are passed. ‘The granulations of 
the abdominal fistula are occasionally stimulated by 
cauterization with the silver nitrate stick. The 
application of scarlet red has to be advised against 
on account of the danger of anilin poisoning and the 
possibility of epithelialization of the sinus leading 
to the bladder. In case of a pronounced retarda- 
tion of the closure of the abdominal fistula, it is 
thoroughly cauterized with a galvano-cautery. A 
scraping of the sinus may lead to a very annoying 
hemorrhage. Intense infection of the suture line 
calls for early opening of all the layers so as to pre- 
vent sloughing of the fascia. The cleaning up and 
healing of the infected area is greatly enhanced by 
prolonged warm tubbing before each dressing. 

Severe post-operative haemorrhage is checked by 
the introduction of a Barnes bag into the rectum, 
where it is fully distended, and by exerting counter- 
pressure through placing a heavy sandbag on the 
abdomen while the hips and knees of the patient 
are flexed. This procedure is preferable to opening 
of the bladder and packing, which manipulations are 
apt to produce shock, infection, and a repetition of 
the hemorrhage upon the removal of the tampon. 
In order to enhance the coagulability of the blood, 
ro cc. of serum are injected hypodermatically. In 
case phosphatic crumbs should appear in the urine 
the bladder is repeatedly flushed with a 1:5000 
salicylic acid solution until these concretions have 
disappeared. In rare cases granulations will per- 
sist at the former site of the prostate, even after the 
abdominal fistula has closed. In such an event, 
after this fact has been ascertained by the cystoscope, 
these granulations are scraped off and their site is 
cauterized by the aid of an operative cystoscope. 

In the general treatment the following points are 
to be observed: After the syphonage has been estab- 
lished a continuous rectoclysis, by the drop method, 
is begun, a 3 per cent glucose solution being used. 
This solution is perfectly innocuous to the kidneys 
and is of great nutritive value, with a selective action 
on the heart. This is continued until the patient is 
able to take sufficient fluid by mouth. On the sec- 
ond day after the operation the patient is made to sit 
up in bed, and on the third day he is placed in an 
easy chair. Insufficient elimination through the 
kidneys is stimulated by the administration of 
diuretin. The heart action is always carefully 
watched, and if necessary regulated by digitalis. 
Uremic symptoms are also watched for and, if they 
appear, are treated by sweating, hot packs over the 
renal regions, diuretin and, in case of a very high 
tension, with venesection. 


Freyer: A Series of 236 Cases of Total Enucleation 
of the Prostate Performed During the Two 
Years 1911-12. Lancet, Lond., 1913, clxxxiv, 1018. 

By Surg., Gynec. & Obst. 


This article is a short review of the work of Freyer 
during 1911-12 in removal of the prostate by the 
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suprapubic route. He has performed 236 opera- 
tions during those two years with a mortality of 11 
or 4.66 per cent. The patients varied in age from 
49 to 90 years, with an average of 6914 years. 
There were 65 octogenarians, eleven 79 years of age, 
and the remainder younger, with one as young as 
49 in whom a stricture complicated the condition, 
Freyer performing also an internal urethrotomy 
before removing the prostate. 

Freyer brings out the point of suprapubic drainage 
and secondary removal of the prostate. He recites 
a case (No. 595) which presented with over-distend- 
ed bladder and in which he drained the bladder 
suprapubicly and afterwards removed the prostate. 
This case suffered from uremic poisoning, and the 
urine showed a specific gravity of only 1,005 and 
contained a trace of albumin. The bladder con- 
tained 32 ounces. Freyer says: ‘This case 
illustrates one of the few conditions under which it 
is advisable to divide the operation into two stages.” 

Case No. 903 is given to illustrate the difficulties 
presented in an extremely fat patient. In this case 
the abdominal fat was five inches thick before the 
bladder was reached. Freyer does not suggest any 
method to diminish the difficulties of approach in 
fat abdominal wall. 

In 190 cases the prostatic disease was complicated 
by stone. Among these 190 cases there were 16 
deaths, or 8.42 per cent mortality, while among the 
remaining 846 uncomplicated with stone there were 
41 deaths, or 4.84 per cent, so that the mortality in 
the former instance was nearly double that in the 
latter. 

The article is very optimistic, and suggests that 
the last word has been said in prostatic surgery by 
this method. Freyer does not indicate what his 
pre-operative or post-operative treatment in these 
cases has been; nor does he suggest anything regard- 
ing the number of cases of malignancy in this series 
nor his indications for operating or not operating. 

A. C. STOKES. 


The Operative Treatment of Prostatic 
Lancet-Clin., 1913, cix, 260. 
By Surg., Gynec. & Obst. 
Cabot first cites two points in the doing of 
prostatectomy, the object being to remove the ob- 
struction to urination with, “first, as little risk to 
life as possible; second, as little damage to other 
structures and functions as may be.” Then, taking 
up a consideration of the most important anatomical 
points bearing upon the prostate and its environ- 
ment, he considers the division of the various lobes 
of the gland, as follows: ‘‘(1) The posterior lobe, that 
portion of the prostate which lies behind the ejacula- 
tory ducts and comes in contact with the urethra, 
only that portion which lies in front of the openings 
of the ejaculatory ducts; (2), the middle lobe, that 
portion lying in front of the ejaculatory ducts and 
behind the veru montanum; (3), the lateral lobes: 
these form the side walls of the urethra and gener- 
ally fuse on their anterior aspect, thus forming the 


Cabot: 
Hypertrophy. 
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roof.” He then quotes the work of Tandler and 
Zuckerkandl as having demonstrated in a satis- 
factory manner that ‘‘the middle lobe, as they de- 
fine it, is the chief and practically the only offender 
in hypertrophy.” 

Further, the author differentiates what is so little 
understood — ‘‘the radical distinction between the 
anatomical capsule of the prostate and the surgical 
capsule. The latter is not in fact a capsule at all, 
but is the prostate itself.” 

The relation of the hypertrophied prostate to the 
internal vesical sphincter “will depend upon the 
amount and direction in which the enlargement takes 
place.” 

Summing up the most important points in regard 
to the anatomy, he states: ‘‘(1) Only certain por- 
tions of the prostate are involved in the process 
known as hypertrophy; (2) the prostate itself is 
compressed by the tumor and lies chiefly on the in- 
ferior and lateral aspects of the mass; (3) the vesical 
and urethral aspects of the prostate in hypertrophy 
are covered only by the mucous membrane; (4) the 
ejaculatory ducts lie wholly behind the tumor, which 
rarely, if ever, extends further forward than the 
posterior border of the veru montanum.” 

Surgical principles involved in the treatment of 
hypertrophy. The author bases his subsequent 
estimate upon what he believes to be the average 
result in the hands of first-class surgeons, and not 
upon results obtained by a few highly trained 
specialists. He then cites the two forms of perineal 
prostatectomy, namely, the intraurethral enucleation 
and the transprostatic method — the operation of 
Young and the suprapubic method of removal. 

Quoting the occurrence of fistula, he states: 
“The nature of this operation is such that in many 
hands fistula will occur, the commonest urinary, or 
more occasionally the rectal. In the vast majority 
of cases they close in a few weeks or months, but 
occasionally persist for years, and must be regarded 
as an annoying complication not infrequently con- 
sequent upon these operations.” This has bearing 
upon the perineal route. In the hands of good 
operators, he further states, the mortality is low. 
Referring to fistula following enucleation by the 
suprapubic route, he states that the only form which 
can occur is that communicating directly with the 
bladder, and this will happen only in case of failure 
to remove the obstruction. In the presence of a 
sclerotic process without hypertrophy, failure to 
remove the obstruction is by no means rare. Ina 
word, the occurrence of fistula is a direct indication 
of failure to remove the obstruction, this, of course, 
being referable only to the persistent fistula. 

As to the mortality, he places it as high as 15 
per cent, notwithstanding the remarkable statistics 
of Freyer. The cause of this high rate he cites as 
being probably more or less due to the difficulty 
with which hemorrhage can be controlled, the pro- 
duction of shock, and greater liability to infection, 
due probably to less efficient drainage. He further 


states that he believes a more efficient control of 
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bleeding can be accomplished by thorough exposure 
of the field of operation, as advocated by Kolischer. 
Briefly summarized, the relative merits of supra- 
pubic and perineal operations in their present state 
of development seem to the author to be: “The 
suprapubic route is the anatomically correct appro- 
ach. It attacks the hypertrophied portion at a point 
where it can be reached with less destruction of tissue 
and with the greatest certainty of complete removal 
of the obstructing portion. It does less damage to 
other structures, interferes less with other functions, 
and is followed by fewer complications. It is.more 
certain to result in cure. The perineal operation 
shows at the present time a definitely lower mortali- 
ty. It is a more difficult surgical procedure, no 
matter what technique be selected. It is more likely 
to do damage to other structures and functions, and 
is less certain to result in cure.” Cabot is prepared to 
assent to the views of Carlier that the perineal opera- 
tion survives only on account of certain contraindi- 
cations of the suprapubic method. Irvin S. Koi. 


MISCELLANEOUS 


Pedersen: The Colon Bacillus in Genito-Urinary 
Diseases. Tr. Am. Ass. Genito-Urin. Surg., 1913, 
May. By Surg., Gynec. & Obst. 

By an extensive review of the literature the au- 
thor shows that the subject has been receiving spe- 
cial attention during the past seven years. It 
would appear that the advanced knowledge of tuber- 
culosis of the urinary tract had awakened the com- 
prehension of primary colon bacillus infection of the 
same, and that this infection was proving to be of 
serious import. It is certain that the infection is 
usually hamatogenous and descending, but there is 
evidence showing that ascending infection, starting 
externally to the urethra, does take place, especially 
in women. The urethra and bladder nevertheless 
may escape involvement, the infection spending itself 
on the kidney, usually the right. Direct lymphatic 
connection between the hepatic flexure and the right 
kidney has been anatomically demonstrated. It is 
probable that a similar lymph route exists between 
the rectum and bladder. The disease is often over- 
looked, especially in children, because the general 
symptoms, which are those of any infectious dis- 
ease, often mask the slight local symptoms. Neg- 
lected, the local symptoms become severe and attract 
attention; but by then the damage to the kidney 
may have grown to serious proportions. 

General treatment includes diuretics, urinary 
antiseptics, careful attention to diet and to intes- 
tinal conditions. 

Vaccine therapy has not been of avail, partly be- 
cause there are many varieties of colon bacillus and 
isolation of the causative one is difficult. 

Radical surgical intervention may become im- 
perative and does when pyelonephritis or pyone- 
phrosis exists. 

The author concludes with a brief analysis of 
etiological factors, symptoms, and lesions presented 
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by sixteen cases in his practice tending to confirm 
the details of his paper. 


Porter: Uric Acid Calculi. N.Y. M.J., 1913, xcvii, 
539- By Surg., Gynec. & Obst. 
The author states that uric acid is formed normal- 
ly in the secretory cells lining the uriniferous tubules. 
He also states that phenol when taken by mouth is 
changed in the stomach into sodium and potassium 
carbolates according to the following equation: 


C;HsO+Naz (PO:)=CsH:NaO (PO;). 


The carbolate is absorbed into the blood stream 
and is excreted by the Malpighian tufts of the kid- 
ney. It passes down the lumen of the uriniferous 
tubules until it reaches the location at which the 
uric acid is constantly being formed. When the 
carbolates come in contact with free uric acid, the 
two react upon each other and form a somewhat 
soluble urate of soda, with liberation of carbolic 
acid as shown in the following equation: 


Cy NaO + C;H;N,O; = Cs H,O 


Thus is explained the favorable action of phenol 
in preventing the formation of uric acid urinary 
stones. V. D. Lesprnasse. 


Walker: Recent Work in Genito-Urinary Surgery. 
Practitioner, Lond., 1913, xc, 701. 
By Surg., Gynec. & Obst. 

In this article is presented a review of the litera- 
ture on recent work in genito-urinary surgery. The 
author quotes varying opinions of authorities in 
America and Europe without attempting to decide 
between them, although in certain instances he 
gives the results of his personal experience. 

Among the means of estimating renal function are 
discussed the experimental polyuria test of Albar- 
ran, the comparative study of the urea in the blood 
and that in the urine, and the indigocarmine and 
phloridzin tests. In cases where catheterization of 
the ureters is impossible, owing to the condition of 
the bladder, Legueu recommends temporary liga- 
ture of one ureter, or suprapubic cystotomy and 
direct catheterization of the ureters. The author 
recommends in such difficult cases, which are gen- 
erally those of tuberculosis, that a course of new 
tuberculin of some months’ duration be given, 
which may so modify the vesical spasm that cath- 
eterization of the ureter becomes possible. Failing 
this, exploratory nephrotomy of the supposed healthy 
kidney gives most information, preparatory ‘to a 
nephrectomy of the other kidney, should the disease 
be unilateral. Paschkis reports sixteen cases from 
Zuckerkandl’s clinic, of bilateral exposure of the 
kidney in tuberculosis, in which advanced changes 
in the bladder rendered other methods of diagnosis 
impossible. This method of exploration is recom- 
mended, especially in very young children in whom 
other means of examination are very difficult. 

Varying views are expressed as to the results of 
decapsulation of the kidney. Lebmann declares 
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it is indicated in the so-called renal neuralgias, in 
angio-neurotic hemorrhages and _ especially in 
uremia occurring in acute nephritis; chronic nephri- 
tis, however, is not permanently influenced by the 
operation. Poten states that 1oo cases of decapsu- 
lation in eclampsia are now on record with sudden 
and remarkable improvement and recovery in a 
certain number of cases. Sippel, in forty-six oper- 
ated eclampsia cases, found thirty recovered from 
the disease who otherwise would certainly have 
died. Poten’s statistics, however, show that the 
mortality of eclampsia without operation was 
23.3 per cent, while that of decapsulated cases was 
40.7 per cent. He regards the method as wrong 
in theory and useless in practice. Tyson states 
that in chronic nephritis the cases most favorable 
for decapsulation are those of the chronic parenchy- 
matous type, and those associated with stubborn 
anasarca. 

From experiments performed on rabbits, Moore 
and Corbett have drawn the following conclusions 
in regard to the damage done to the kidney by 
operation: The incision causes less damage than the 
sutures which are introduced to control haemorrhage. 
Sutures passed through the renal capsule alone are 
insufficient to control bleeding. Mattress sutures 
through the kidney substance cause most extensive 
destruction. Stitches passing through the pyramids 
and knotted on the outside of the kidney cause least 
damage and should be preferred. 

In a study on the subject of nephrectomy, Gerster 
states that mortality following primary nephrectomy 
is less than that following secondary nephrectomy, 
although in many cases the condition of the patient 
was too precarious for anything but nephrotomy at 
the first operation. 

Jacobson and Keller declare that post-operative 
cystitis is more common than is usually supposed, 
and is often found in cases in which no catheter 
has been used. Retention of urine, trauma, and 
congestion are the most common predisposing causes 
and the colon bacillus is the usual infecting agent. 
Good results have been obtained by injecting into 
the urethra 15 to 20 cc. of a 2 per cent solution of 
boroglyceride with a urethral syringe. 

Parker Sims advocates the transperitoneal route 
in operations on the bladder and prostate. He 
bases his view on “‘theoretical reasoning,’’ and on 
the unfortunate results he has seen in the work of 
others. He declares transperitoneal cystotomy is 


an ideal operation, and should always be safe as 
far as infection is concerned. 

At the Second Congress of the Association Inter- 
nationale d’Urologie (London, 10911) the author 
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reports that there was a consensus of opinion that 
resections of the bladder for new growth should be 
extensive. Fenwick advised total removal of the 
bladder in recurrences, and in non-operated cases of 
multiple papillomata which are large and do not 
affect the ureteric orifices. If infiltration of the 
bladder wall by a malignant growth is palpable from 
the rectum, it is inoperable. Révsing hopes that 
the mortality of total extirpation of the bladder 
may, in the future, be considerably smaller than 
that of partial resection. He admits, however, 
that the danger of ascending pyelonephritis in the 
transplanted ureters, is a difficult problem to solve. 

In regard to the causation of simple enlargement 
of the prostate, Wilson and McGrath do not regard 
any of the hypotheses at present held as acceptable, 
nor can they advance any satisfactory theory of 
their own. Pedersen would exclude from operation 
and place on catheter-life, cases of enlarged prostate 
in which there is chronic distention of the bladder, 
on the ground that the paralyzed muscle has lost 
all power of recovery, and that the removal of the 
prostate gland would not benefit the symptoms. 
This theory does not agree with the striking results of 
Freyer’s work, where in many cases, even after 
years of complete catheter-life, the bladder regains 
its tone when the obstruction is removed. Squier 
states that “‘three factors should be considered 
when choosing the particular operation to be em- 
ployed for the removal of prostate obstruction: 
first, the removal of the obstruction; second, an 
absolute certainty that the patient will be able to 
control the bladder and not suffer from post-opera- 
tive urinary incontinence; third, preservation of the 
ejaculatory ducts and sexual capacity.” The 
suprapubic route affords the “closest access to the 
obstructing lobe,” it does not damage the external 
sphincter of the bladder, as the perineal operation 
very frequently does, and the sexual function is 
more likely to be preserved. 

Various statistics on the mortality following the 
various operations of prostatectomy are reviewed. 
Young had a mortality of ro per cent in 45 cases 
of suprapubic prostatectomy and 3.77 per cent in 
450 cases of perineal prostatectomy. Freyer had 
a mortality of 514 per cent in 1,000 cases of supra- 
pubic prostatectomy. Where prostatic disease was 
complicated by stone in the bladder, his mortality 
was 8.84 percent. Walker had a mortality of 5 per 
cent in 112 cases of suprapubic prostatectomy. 

Bremerman uses nitrous oxide gas and oxygen as 
an anesthetic for prostatectomy, and considers it 
rapid and safe, but contra-indicated in myocarditis. 

H. L. SANForp. 
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McKenzie: Cystic Distention of the Lachrymal 
Sac; Operation on Nasal Duct in the Nose 
(West’s Operation). Proc. Roy. Soc. Med., 1913, 
vi, 102. By Surg., Gynec. & Obst. 

The patient, a woman 32 years old, had been suf- 
fering from ethmoiditis for some years. Four 
months ago, after the removal of polypi from the 
left side of the nose, she noticed a swelling at the 
inner canthus of the left eve, corresponding in situa- 
tion with the lachrymal sac. It was tense and fluctu- 
ating, and could be emptied into the nose by steadily 
pressing upon it. 

West’s operation was performed. Lachrymal 
probes, which formerly met with obstruction in 
their route towards the inferior meatus, now passed 
freely into the middle meatus. So far there has been 
no return of the swelling. Epwarp L. CornELt. 


Wright: The Extirpation of the Lachrymal Sac. 
Northwest Med., 1913, v, 100. 
By Surg., Gynec. & Obst. 

The indications for extirpation of the sac are 
summed up by Wright as follows: 

1. All cases of blenorrhea with a history of re- 
peated probing. 

2. A stenosis of the duct which does not yield 
easily and quickly to a No. 4 probe. 

He then gives the description of the operation as 
done by Meller. C. G. DARLING. 


Kennon: Report of a Case of Congenital Ptosis 
in Both Eyes Relieved by the Motais Opera- 
tion. Tr. Am. Ophth. Soc., 1913, May. 

By Surg., Gynec. & Obst. 
The excellent results obtained in this case is the 
author’s apology for reporting it. Having met 
with failure to correct the deformity by means of 
the de Grandemont operation and the results being 
far from satisfactory in two cases in which the Panas 
operation was employed, the Motais was used in 
this case. Briefly the technique is as follows: 
After the usual aseptic precautions, the tendon of 
the superior rectus is exposed and the incision in 
conjunctiva carried upward, an assistant pulling the 

lid as far upward as possible with the finger; the lid 

is then inverted and the incision carried on through 

the cul-de-sac and on to the conjunction of the lid 

to the upper border of the tarsal cartilage. A ten- 

don hook is now passed under the tendon of the 
muscle and a strong silk suture threaded on two 
short curved needles having been prepared, one of 
the needles is passed through the tendon and out 
again so as to include its middle 2/4. The suture 


is now firmly tied around this middle 2/4 and that 
part of the tendon cut from its attachments to the 
globe and the incision extended upward until a nar- 
row ribbon of muscle about 12 mm. long is isolated. 

Then with a dull pointed scissors a channel is 
dissected from the margin of the torsus where the 
conjunctival incision ended and between the torsus 
and the skin to the cillary margin. One of the 
needles is then passed through the channel and made 
to emerge through the skin just above the cilla near 
the center of the lid, and the second needle is passed 
likewise, piercing the skin 3 mm. from the first. 
Gentle traction is next made on the sutures and the 
muscle slip is pulled into this channel in the lid until 
finally its end is drawn quite down to the cillary 
margin when the sutures are tied over a small piece 
of folded gauze. The incision in the conjunctiva is 
sutured with great care with fine silk, that of the 
globe over the remaining superior rectus muscle and 
that of the lid over the muscle slip attached in the 
lid. 

Especial care should be taken to carefully coapt 
the conjunctiva at the fornix, as a disregard of this 
precaution has led to prolapsi fornix conjunctiva. 

The immediate effect should be considerably over 
correction and precautions should be taken to avoid 
exposure ulcer. : 

The patient, age six years, had a congenital ptosis 
of both eyes. The operations were done under ether 
anesthesia; photographs were taken three years 
apart, which show that the effect is permanent. 
There is very slight limitation of motion observed in 
either eye. 


Tyson: A Case of Congenital Apron of the Pal- 
pebral Conjunctiva. 77. Am. Ophth. Soc., 1913, 
May. By Surg., Gynec. & Obst. 


The patient was a woman, age 40 years, native of 
Hungary. Upon eversion of the upper lid of her 
left eye, the tarsal portion of the conjunctiva pre- 
sented an appearance as if a fold of conjunctiva ex- 
tending nearly the entire length of the lid, 28 mm. 
long and 5 mm. wide, near the fornix, had been 
pinched with a pair of forceps, had been lifted up and 
then pressed back against the center of the tarsus 
and had adhered to it along the upper edge of the 
fold, which was slightly irregular in contour. Near 
the temporal margin of the palpebral conjunctiva, 
3 mm. from the external canthus, was a horizontal 
slitlike opening 4 mm. long, which admitted the 
largest Bowman probe, which could be passed _ be- 
tween the layers of the conjunctival fold, a distance 
of 25 mm., almost to the inner angle of the eye. 
About midway a fibrous band could be detected 
which caused a slight narrowing at that point. 
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The color of the fold or apron appeared a trifle gray 
compared with the normal conjunctiva, but was 
transparent enough for the probe to be seen through 
it, and observed the entire length. No other mal- 
formation of the lid was present, nor was there any 
evidence or history of trauma, trachoma or con- 
junctival disease. As to the etiology of the mal- 
formation, the author agrees with Schapringer, who 
stated “that admitting that during the embryonal 
life the amnion adhered to the layers fromm which the 
lids would be formed, and that by pulling, a fold in 
the future conjunctiva originated. Later the 
amnion separated from these tissues, and the fold 
remained permanently.” A striking coincidence is 
the fact that nine out of the eleven cases reported in 
literature came from Eastern Europe. 


Clark: Radium Treatment in a Tumor of the 
Orbit. Ohio St. M. J., 1913, ix, 171. 
By Surg., Gynec. & Obst. 


Clark reports the treatment of a tumor of the 
orbit in a child two years old with exophthalmus of 
at least 1 cm. Duration three or four months, 
fundus normal, slight limitation of movement. 
No thrill or pulsation and firm pressure on eye in 
the direction of the apex produced no apparent 
yielding. A firm pressure bandage was used for 
some weeks with no improvement. 

Canthotomy was performed, a large conjunctival 
incision made and external rectus was detached. 
The tumor mass could be seen to be made up of 
fairly large vessels and situated in the deeper part of 
the muscle cone. A tube of 10 milligrams of radium 
was inserted as deeply as possible without an in- 
cision and left for two hours. Considerable re- 
action took place for six or seven days. At the end 
of a week a rather decided improvement in the ex- 
ophthalmus was apparent. The operation was 
repeated twenty-six days later. Seven months 
after the last operation a most marked improvement 
had taken place. The affected eye was slightly 
more prominent than its fellow. The movements 
of the eye were normal. C. G. Dariinc. 


De Schweinitz and Shumway: Epibulbar Car- 
cinoma; Histological Examination of the 
Specimen. Tr. Am. Ophth. Soc., 1913, May. 

By Surg., Gynec, & Obst. 
This growth began in the left eye of a man aged 
34, fourteen years prior to the enucleation of the 
eye. Three months after enucleation there was 
recurrence in the orbit, the contents of which were 
therefore eviscerated. Microscopic examination 
demonstrated that the growth was a primary 
carcinoma of the conjunctiva beginning at the 
limbus, that it may possibly have started as a 
papilloma, and as the result of cauterization may 
have been stimulated to rapid growth and then 
assumed a malignant type. The authors reviewed 
briefly the literature of the subject and called 
attention to the percentage of cases in which per- 
foration of the eyeball occurs in these circumstances; 
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namely, about thirty-seven per cent. In their 
own specimen perforation had not occurred, al- 
though the growth was of long standing. They also 
called attention to the youth of the patient, namely, 
that the growth began when he was only 19 years 
of age. 

Usually epibulbar carcinoma is found in individ- 
uals over 40 years of age. There are, however, a 
number of records indicating that this tumor may 
appear even as early as the twelfth and thirteenth 
years of life. One reporter, namely, Rogman, 
describes an epibulbar carcinoma in a patient 20 
months old. The authors believed that the safest 
procedure in the presence of epibulbar carcinoma 
was thorough enucleation of the eyeball, although in 
a very few instances small growths, especially those 
at a distance from the limbus, have been excised 
without recurrence. 


Stailworth: Corneal Ulceration. Md. M. J., 1013, 
lvi, 96. By Surg., Gynec. & Obst. 


The article begins with a concise consideration of 
the anatomy and physiology of the cornea. The 
author then speaks of the frequency of inflammations 
of the cornea as seen in the free dispensaries due to 
the poor hygiene, uncleanliness, and the lowered 
resistance of this class of patients. 

The first stage of inflammation of the cornea is 
infiltration, during which the leucocytes migrate to 
the diseased area. As a consequence of this, the 
cornea loses its transparency, taking on a smoked 
glass appearance. Absorption may take place at 
this time and the process heal, or if the amount of 
exudate becomes incompatible with the maintaining 
and absorptive powers of the cornea, there is a 
localized breaking down and ulceration of the latter 
structure. This localized loss of substance is recog- 
nized as a depression. If healing begins, the edges 
and the floor of the ulcer acquire a smooth and 
glistening luster and the process is now in its regres- 
sive stage. After a destruction of some of the cor- 
neal stroma there is some opacity left. 

Simple ulcers: These are the small, marginal 
ulcers generally found in children, and among them 
are included the phlyctenules that have broken 
down. The symptoms are those of a deep irritation. 
The treatment advised is a mydriatic and irrigations 
with 1:5000 bichloride of mercury every three 
hours. In the phlyctenular ulceration 2 per cent 
yellow oxide salve with the proper constitutional 
treatment. 

Ulcus serpens, or serpigenous ulcer, follows the 
severe infections, usually pneumococcus, especially 
when these result from a trauma. They appear as 
a disk, more deeply infiltrated around the edges, 
with the rest of the cornea presenting a steamy 
appearance. A severe iritis and an hypopyon are 
concomitant conditions. The symptoms are very 
violent and the ulcer has a marked tendency to 
spread. 

Non-suppurating ulcers: The dendritic ulcers 
are so named because of the peculiar shape, not un- 
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like the branches of a twig. It occurs in young 
people of low vitality. The organism causing it 
has not been isolated. The symptoms are very 
mild. Zinc chloride solution (14 per cent) and 
treatment of the general condition is advised. 
Malarial type of ulcer: This form of ulcer re- 
sembles the dendritic but occurs in people that give 
a history of malarial attacks. General treatment 
with quinine and arsenic will cause it to disappear. 
Ulcers associated with gonorrhceal ophthalmia, 
trachoma and herpes of the cornea are spoken of. 
EARLE B. FOWLER. 


Chance: Degeneration of the Corneas of a Man 
and His Adult Son. Tr. Am. Ophth. Soc., 1913, 
May. By Surg., Gynec. & Obst. 


These cases are examples of nodular degeneration 
of the cornea as found in two or more generations or 
in several members of a family. The men were 
aged 54 and 26 respectively and each had been 
practically blind since infancy. No other members 
of their family for five generations were known to 
have had serious or unusual affections of their sight. 

Each of all four corneas was occupied by a large 
but faint disk which covered the central two thirds 
of the corneal area, while the outer third, including 
the limbus was perfectly transparent and unaffected. 
The disks consisted of fine, dotted groups of a yellow- 
ish gray flocculent material or coagula, arranged in 
more or lessradiatinglinessituated beneath Bowman’s 
membrane and in the anterior layers of the stroma, 
as though resting between the membrane and the 
stroma. Here and there were glistening points like 
crystals. At the apex of the summit there were 
two larger, bubble-like bodies which projected be- 
yond the general surface of the cornea. The epithe- 
lium was intact and glistened. The discoid areas 
terminated somewhat unevenly in an_ indefinite 
radiating network. The center of each disk was 
condensed, outside of that was a more or less trans- 
parent zone, while beyond was another denser por- 
tion which ended in more or less diamond-shaped 
reticulations. The corneal membrane beyond the 
areas was quite clear and healthy, showing neither 
infiltrate nor vessels. The crypts of the iris were 
deep; the reactions prompt. No view of the fun- 
duses could be obtained but the vitreous bodies were 
presumably clear and the retinas believed to be 
healthy. 

The son’s corneas presented the same character- 
istics as the father’s except that the opacities were 
not so dense, and were more reticulate. The sur- 
faces were even, smooth and polished, and distinctly 
sensitive. 

The opacities were circumscribed and bilateral of 
approximately equal size in each eye, and each per- 
son’s like the other’s, except that the son’s were less 
dense, or rather the lines were not so numerous. At 
first glance they looked like the residue of an inter- 
stitial keratitis. At the center of the patches the 
masses were so close together as to be without 
arrangement and it was only at the periphery that 
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the reticulation was apparent. There were no signs 
of inflammation, no pannus nor obliterated vessels. 
The irises were healthy. There was no criss-cross 
latticing of fine threads, as in Haab’s and Feund’s 
cases; nor pigment dots, as in Doyne and Stephen- 
son’s, and the surfaces were smooth as in Fehr’s. 

Each man was subjected to the Wassermann and 
to tuberculin tests, with negative results. A thor- 
ough study of their chemic metabolism showed the 
same comparative percentages as found in healthy 
individuals; and 30 also did the blood-content with 
the differential countings. 


Harrower: Two Cases of Conical Cornea with 
Cataract. Tr. Am. Ophth. Soc., 1913, May. 
By Surg., Gynec. & Obst. 


These cases were reported on account of their 
rarity. They both occurred in the author’s practice 
within the period of a year. One had a thick nebula 
on the apex of the cone. This was a man of 67 who 
had been led by an attendant for two years. 

He got vision enough to go about alone, and could 
read Jaeger’s No. 8, although no glassesimproved him. 

The second case was a woman who had been 
operated on two weeks before this report was made. 
The vision was fairly good at the time the report 
was presented. 


Sumner: Control of the Eye in Cataract Opera- 
tions. Ophth. Rev., 1913, xxxii, 105. 
By Surg., Gynec. & Obst. 

The necessity for the absolute control of the lids in 
the intracapsular operation, as emphasized by 
Smith, is brought out first in this article. Sumner 
then describes his method of lid control with pictures 
of his speculum and photographs of it in use, a 
method which he believes does away with the need 
of a trained assistant. 

In this speculum the portion of the upper blade 
which slips under the eyelid is narrower and pro- 
jects under the lid much farther than in the orthodox 
instrument. The handle is curved to accommodate 
the index finger and the ball of the thumb rests on 
the spring. The assistant holds the speculum be- 
tween the index finger and the thumb, taking a firm 
grasp of it, while the other fingers lie against the side 
of the face. Pressure of the thumb on the spring 
end of the speculum acting through the index finger 
as a fulcrum tilts up the eyelids to whatever extent 
is necessary. The assistant’s other hand is spread 
out over the patient’s head and, the eyebrow having 
been well drawn back, his thumb presses against the 
upper edge of the orbit. By flexing or extending the 
wrist the upper blade may be made to slide under 
whatever portion of the upper lid most exposure is 
necessary according to the direction that the patient 
rolls his eye. By pronating or subinating the fore- 
arm, the correct amount of “lift” of the eyelids off 
the eyeball can be obtained; the correct amount of 
the upper lid is enough room to clearly see the fornix 
where the patient may not roll his cornea out of 
sight; the lower lid is to be held just off the eyeball; 
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with a “bad squeezer”’ the lids should be held well off 
the eye. Ear te B. Fow er. 


Reeder: A Method of Dealing with the Capsule 
After Cataract Operations. Ophth. Rec., 1913, 
xxii, 184. By Surg., Gynec. & Obst. 


The author emphasizes the importance of the 
complete removal of the capsule after cataract 
operation and the difficulty of doing this by the 
usual methods. The method that he has devised, 
and for which he claims very satisfactory results, 
consists in making a 2 mm. incision near the border 
of the cornea with an eye needle. Next a small 
hook similar to a Tyrrel’s iris hook, the curve of 
which is 1 mm. wide, is passed through the opening 
made by the needle. The point of the hook is 
reasonably sharp and is almost but not quite hori- 
zontal to the shaft. The hook is passed into the 
capsule through an opening made by the needle 
under the opposite border of the iris. Traction is 
then made on the hook until it is in the proximal 
margin of the iris, when the point is turned up so 
that it passes over the edge of the iris and through 
the capsule, insuring a firm hold. It is then with- 
drawn through the corneal incision, and the opera- 
tion is complete. Earte B. Fow er. 


Millette: The Intracapsular Cataract Operation 
from the Viewpoint of an Assistant. Ohio St. 
J... 1903; 1X, By Surg., Gynec. & Obst. 


Millette again discusses the work of the assistants 
in the intracapsular operation and says some opera- 
tors hold this function to be almost as important as 
that of the operator himself. He speaks of the 
assistant’s relation to the operator, and believes the 
intracapsular operations will average better vision 
than the capsulation method. C. G. DarRLInc. 


Greenwood: Sarcoma of the Choroid Not De- 
monstrable by the Ordinary Transillumi- 
nator. Tr. Am. Ophth. Soc., 1913, May. 

By Surg., Gynec. & Obst. 


Post-equatorial choroidal sarcomas are not readily 
demonstrated by the use of the ordinary trans- 
illuminator, and if situated far back are not at all 
so, and often in such cases the diaphanoscope may 
show nothing. If, however, the transilluminator tip 
could be placed at the back of the eye, such tumors 
would be easily demonstrated, and one object in 
reporting this case was to call attention to the value 
of the modified transilluminator devised by Lan- 
caster. 

This consists of a curved metal tube about the 
size of a No. 9 Theobald probe, and having in the 
concave surface, at the tip, a small opening through 
which light is projected from a small but powerful 
electric light. This tube, which is about two inches 
long, can be attached to the socket of a small pocket 
battery, and then the tip placed behind the eye 
through a small opening in the conjunctiva and 
Tenon’s capsule. 

The case reported was that of a young woman, 
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aged 31, who came with an eye in the stony, hard 
condition of absolute glaucoma, with no possibility 
of using the ophthalmoscope or testing the field of 
vision. The Wurdemann transilluminator showed 
nothing. A sarcoma of the choroid was suspected 
from the age of the patient, the severity of the 
glaucoma, and the lack of trouble in the other eye. 
An iridectomy relieved the glaucoma and when the 
eye cleared up it was possible to use the ophthalmo- 
scope and see that there was a growth in the back of 
the eye. Using the ordinary transilluminator on the 
enucleated eye, an absence of light transmission was 
shown when the tip was held close to the optic nerve. 
On removing it more than 4 mm. from the optic 
nerve the light transmission reappeared. 

Section of the eye showed a spindle-cell melanotic 
sarcoma of the choroid, 1 cm. in diameter, with its 
center exactly over the optic nerve head. 

The use of a transilluminator which could be 
placed close to the optic nerve would have obviated, 
in this case, the two ether operations. 


Harrower: Two Cases of Chronic Glaucoma Sim- 
plex Treated by Iridotasis. Tr. Am. Ophih. Soc., 
1913, May. By Surg., Gynec. & Obst. 

The author gives an extract from Borthen’s article 
describing Borthen’s reason for operating, and a de- 
scription of the operation. Borthen’s results were 
so excellent that the author was encouraged to fol- 
low his method, which he has in the two cases report- 
ed. In both these cases the tension was reduced to 
normal, and the field decidedly enlarged. 

In the first case, a woman of 60, the ultimate 
vision at the end of ten months was as good as before 
the operation. Tension normal, and the field en- 
larged. The second one was a man 59 years old; 
the field was decidedly enlarged, the tension reduced 
to normal, and the vision improved from 8/10 to 
10/10. This has remained so for ten months after 
the operation. The author hopes to report more 
cases in the near future. 


Wiener: Orbital Cellulitis; a Fatal Case Follow- 
ing Disease of the Accessory Sinuses of the 
Nose. N.Y. M. J., 1913, xcvii, 866. 

By Surg., Gynec. & Obst. 


It is a well-known fact that the nose and its 
accessory cavities are etiologically responsible for 
many of the orbital and ocular complications with 
which we meet. Owing to the proximity of these 
cavities, disease is easily transmitted to the orbit, 
either through the vascular return, or by caries and 
destruction of the intervening bony wall or by way 
of dehiscences, gaps or defects in this structure. 

The case reported is that of a merchant, 46 years 
of age, with an exceptionally clean history. The 
only feature of importance was a feeling of vague 
pain over the right side of the face, extending over a 
period of years. The acute symptoms were swelling 
of both eyelids on the same side, reddening of the 
same, intermittent pain and pain on movement of 
the eyeball, the whole growing worse over a period 
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of three weeks. Vision was normal. Examination 
of the nose revealed turbinate hypertrophy with a 
profuse, brownish, dried discharge. There was 
dullness on transillumination on the diseased side and 
no pupillary reflex, but the frontal sinus was clear. 
The temperature was 100.3° F. The antrum was 
punctured through the inferior meatus, irrigation 
bringing out a brown, foul-smelling mass with dirty 
whitish clumps. Pain was intense that night and 
by morning phlegmonous orbital cellulitis had set in. 
Operation was advised. The anterior and posterior 
ethmoids were broken down and filled with granula- 
tion tissue and small polypoid masses. No direct 
opening into the orbit was made out. The antrum 
was also drained. Four days later, the inflamma- 
tion had progressed to such an extent that ex- 
enteration of the orbit was performed. There was 
marked improvement for four days, then meningeal 
involvement began and death came eight days after 
the second operation. No autopsy was performed. 
Culture contained streptococci. 

The case brings out the gravity of chronic sinus 
disease and some deep questions of operative indica- 
tions which the author discusses. 

EarLe B. Fowrer. 


Fisher: Traumatic Posterior Lenticonus. 


Ophth. 
Rev., 1913, XXxii, 97. 


By Surg., Gynec. & Obst. 

Fisher refers to the collection of reported cases by 
Madame Gourfein-Welt and gives her conclusions 
that true posterior lenticonus is diagnosable clinical- 
ly on condition that two signs are satisfied: (a) 
deformity of the image obtained from the posterior 
surface of the lens, (b) the characteristic alteration 
in refraction of the peripheral and axial portions of 
the lens. He includes the possible explanations of 
this condition and the statement of Madame 
Gourfein-Welt that no reliable case of posterior len- 
ticonus as an acquired condition has been recorded. 

The case reported is that of a medical man, 40 
years of age. A blow over the right malar bone 
left him with a black eye. Shortly after this he 
noted the vision in the right eye was blurring, causing 
difficulty with his near work. Three weeks after 
the accident Right V. 5/5 but only 10 Jaeger at 
thirty inches. Fundus and fields were normal. 
Diseases of the central nervous system were elimi- 
nated and a reading glass prescribed. Fifteen 
months later R.V. 5/36ths, with -o.5 D. Cyl. axis 
vertical 5/9 ths. partly. The pupils were dilated 
with homatropine and cocaine and examination 
revealed a definite protrusion of the lens at its 
posterior pole — an undoubted posterior lenticonus. 
Vision through the peripheral part of the lens 5/9 
without glasses. A Catherine-wheel appearance of 
the retinoscopic shadow and a dull central reflex were 
conspicuous. Nine months later refraction was 
more myopic and 1 Jaeger was read at two inches 
without glasses. Five and one half years later the 
lens was completely opaque, pupil and tension nor- 
mal and the field satisfactory. 

The interpretation of the case appears to be that 


the concussion injury had caused a minute rupture of 
the capsule of the lens at its posterior pole. This 
was so minute that at first it caused no alteration in 
the curvature of the lens but it had the effect of 
abolishing or at least reducing its power of increasing 
in convexity when the ciliary muscles were thrown 
into action. Gradually a small hernia of the lens 
substance through the rupture produced the posteri- 
or lenticonus so that in eleven months the striking 
change reported in the refraction developed and the 
posterior lenticonus which was recognized fifteen 
months after the accident explained this phenome- 
non. The sequel of events is sufficient to establish 
the accuracy of this explanation. If it be admitted 
as a case of true posterior lenticonus, it appears to 
be the first on record as an acquired condition. 
Earte B. Fow er. 
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Patterson: Epithelioma of the Auricle and 
Cervical Glands; Removal of Auricle and 
Glands. Lancet, Lond., 1913, clxxxiv, 962. 

By Surg., Gynec. & Obst. 

The patient was a man aged 61. His right ear 
was injured six months previously. On the outer 
aspect there was an indurated, non-ulcerated area 
raised above the surface and about the size of a 
shilling. Under the microscope the growth showed 
the typical structure of an epithelioma. The glands 
in the upper part of the right anterior triangle were 
definitely enlarged and a very considerable mass 
lay high up underneath the sterno-mastoid muscle. 

The second step in the operation was the exposure 
of the lateral sinus in the mastoid and the temporary 
occlusion of its lumen by packing ribbon gauze 
between this and the skull wall. Then followed the 
removal of the auricle, skin, and soft structures over 
the mastoid. The internal jugular was exposed in 
the neck and divided between ligatures. A large 
part of the sterno-mastoid muscle was removed with 
the glands, fascia, and the jugular vein, the vein 
being divided as close as possible to the base of the 
skull. A dissection of all of the shotty glands in the 
lower part of the neck was made. Deficiency of 
covering for the wound was made up by skin graft. 

Scott made numerous applications of the X-rays 
as a prophylactic measure. Only eleven months 
have elapsed since the operation and it is therefore 
too early to judge of the ultimate results. 

The points of interest in the case are: 1. Such 
extensive glandular involvement occurring in associ- 
ation with a comparatively limited growth on the 
auricle. 2. History of trauma six months previous- 
ly. 3. The preliminary occlusion of the lateral 
sinus. This facilitates the removal of the lymphatic 
structure along the jugular up to the base of theskull. 
It prevents flooding of the wound from a nick or 
tear in this vessel. The author says he has not seen 


this method described and intends to use it in con- 

nection with the removal of enlarged glands in cases 

of malignant disease of the pharynx, tonsil, ete. 
EARLE B. Fowler. 
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Bryant: The Protective Mastoid Operation. Tr. 
Am. Otol. Soc., 1913, May. By Surg., Gynec. & Obst. 

As an adjuvant to the curative endeavors of na- 
ture, the protective mastoid operation enters into 
consideration when milder measures can no longer 
be expected to relieve the existing lesion or have 
failed to do so. It finds its definite indications 
in: 

1. All cases of middle ear suppuration resistant 
to mild treatment, but with some residual hearing 
which will become progressively impaired because of 
the extension of ulceration and increased middle 
ear cicatrization associated with the destructive 
process. 

2. Possible cases of toxic absorption due to 
middle ear suppuration (with or without mastoid 
complications) which may be the source of the 
toxemia. By checking the suppuration of the ear, 
the protective operation destroys this nidus of 
infection. 

3. Cases’of middle ear suppuration (with or 
without mastoid involvement) which may be the 
focus of infection causing serious complications, such 
as brain abscess, sinus thrombosis, or meningitis. 

The selection of the protective mastoid procedure 
in a given case of ear suppuration is called for by 
presumptive evidence of threatened serious compli- 
cations or indications that the suppuration will 
not subside without this intervention, or in time 
to save the hearing. The true elective procedures— 
conservative radical, modified radical, or simple 
mastoid—have the object, from a pathologicalstand- 
point, to stop the suppuration; from a protective 
standpoint, to forestall complications; from a func- 
tional standpoint, to preserve or improve the 
hearing. 

The several types of radical mastoid operations 
become “protective” in the cases of chronic middle 
ear suppuration because they annihilate the infec- 
tious focus of the discharging ear, which serves as 
the distributing center of more or less virulent pyo- 
genic micro-organisms. At the same time they 
suppress the source of bacterial poisons and with it 
the danger of toxic absorption, permitting the 
restoration of the patient’s normal health after the 
ear suppuration has been effectually controlled. 
While arresting the chronic middle ear suppura- 
tion, the radical mastoid operations at the same 
time safeguard against terminal complications such 
as brain abscess, sinus thrombosis, meningitis, 
broncho-pneumonia, nephritis, pericarditis, endo- 
carditis, erysipelas, and bacteriemia. 

The varied technique of mastoid procedures, as 
devised by different writers for the radical cure of 
ear suppuration, is uniformly based on the common 
principle of obliteration of the mastoid antrum. 
Theauthor’s preferred technique is the one least waste- 
ful of tissue and in his conservative radical mastoid, 
in cases where the middle ear structures are lost or 
past all functional utility, the middle ear is not 
curetted and no tissue is removed from it. The 
antrum is opened widely into the auditory canal; 
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the outer anterior wall of the attic is removed with 
its contents. The Eustachian tube is preferably 
kept open. The formation of a cicatricial drum- 
membrane is not hindered in any way. Results: 
Arrest of suppuration; a stable middle ear cicatricial 
condition; no painful dressings; a shortened con- 
valescence; no disfigurement; and, taking into con- 
sideration the loss of the middle ear mechanism, 
a maximum of hearing with improvement beyond 
the functional capacity prior to the operation. 

The modified radical mastoid operation is adapted 
to a radical cure of chronic middle ear suppuration 
when the middle ear sound transmitting mechanism 
is still capable of some functional activity. The 
operation field is approached as in the conservative 
radical but without obliteration of the attic, which 
is opened only as far as the preservation of the 
ossicles in position will allow. Although the results 
in many ways resemble those obtained in the con- 
servative radical mastoid, the modified operation 
serves to shorten the convalescence, and a high 
degree of hearing, often above normal, may be 
secured in view of the fact that the persistence of a 
certain degree of middle ear functional capacity is 
a requisite for the performance of the operation. 
The hearing is improved beyond what it was prior 
to the intervention also in this operation. 

In numerous cases of acute or subacute middle 
ear suppuration, with or without mastoid complica- 
tions, the mastoid operation is called for as a pro- 
tection when there is danger of the establishment 
of a chronic middle ear suppuration which will 
certainly necessitate a radical mastoid operation. 
The indications for the operation, in these cases, 
are based upon the Réntgen ray, which should be 
employed in all acute cases of middle ear suppura- 
tion. Arrest of suppuration, stable middle ear 
condition, no painful dressings, a moderately short 
convalescence—such are the results of the author’s 
modified radical operation in acute cases of middle 
ear suppuration in solid mastoid bones. The 
results for the hearing are especially favorable and 
audition may actually become superior to the degree 
existing before the ear suppuration. 

Infectious middle ear disease, acute or chronic, 
with a skiagram of pneumatic cells communicating 
with the antrum, calls for a protective mastoid 
operation in order to avert the danger from imper- 
fect drainage during the incubation stage of a 
mastoid abscess or in a resolving suppuration. 

The author’s simple mastoid operation includes 
the removal of the mastoid process, the ablation 
of all affected bone, the removal of the available 
posterior osseous meatal wall between the annulus 
tympanicus and the facial ridge, the leveling of the 
edges of the bone-wound and the longitudinal sec- 
tion of the membranous canal along the posterior 
inferior wall, the closure of the posterior wound with 
insertion of a minor drain, followed by early removal; 
that is to say, his modified blood clot dressing. 
Convalescence in these cases is generally shortened, 
the hearing is often restored to normal, or above the 
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degree existing prior to the suppuration of the 
middle ear. 

These mastoid operations not only comply with 
the command of the Nil Nocere, but in view of the 
results obtainable in regard to restoration of func- 
tion may be classed under the heading of recon- 
structive surgery of the ear. 


Blackwell: Exposure and Curettement of the 
Attic, Combined with a Modified Blood Clot 
as Factors in Promoting Rapid Mastoid 
Healing. Tr. Am. Otol. Soc., 1913, May. 

By Surg., Gynec. & Obst. 


The paper is based upon sixty-nine operations for 
mastoiditis, in all but three of which a modified form 
of blood clot healing was used, in an attempt to re- 
duce the time of healing, diminish the pain of dress- 
ing and improve the appearance of the scar subse- 
quent to mastoidectomy. In thirty-eight opera- 
tions, in addition to a thorough mastoidectomy, the 
attic of the middle ear was exposed and curetted 
without disturbing the ossicular chain. This was 
performed by taking down the posterior bony 
canal wall to within one quarter of an inch of the 
epitympanic ring of bone and with a narrow curette 
removing the external attic wall, working from with- 
in outward. In each instance the attic, all of the 
middle ear cavity lying above the level of the 
epitympanic ring of bone and the horizontal facial 
canal, was found filled with infected tissue, which 
was removed, revealing the body and short process 
of the incus and head of the malleus lying in their 
normal positions. The author believes that the 
proximity to the clot of this infected tissue is suffi- 
cient to cause frequent infection of it and subsequent 
failure. 

In all of the cases but three, more or less iodoform 
gauze was placed in the mastoid wound at the con- 
clusion of the operation. The amount of blood used 
to fill the wound varied considerably with each case. 
Forty-two were adults, seventeen were children and 
ten babies. At the end of the fourth week after the 
operation forty-four cases were entirely healed. At 
the end of the sixth week all excepting three were 
healed. Nineteen of the cases were complicated by 
a perisinus abscess. ‘Twenty-three had a sub- 
periosteal inflammation or abscess. The dura or 
sinus was exposed in thirty-two cases. None died. 
The hearing was not impaired in those in which the 
attic was curetted. The external auditory canal 
was always packed snugly at the conclusion of the 
operation, in order to prevent its collapse. Nine 
had a chronic discharge from the ear. 

The author believes, in a number of selected 
cases of chronic discharge from the ear with good 
hearing, presenting evidence of true attic suppura- 
tion only, that the operation combined with or with- 
out a blood clot, or with or without a plastic meatal 
flap, will preserve the hearing and remove from the 
ear potential possibilities of menace. Also the 


duration of healing after mastoidectomy is very 
materially shortened, the dressings are less painful, 
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and the subsequent scar presents a much better 
appearance. 


Randall: A Skull Trephined for Mastoid Caries 
and Lateral Sinus Thrombosis. T7r. Am. Otol. 
Soc., 1913, May. By Surg., Gynec & Obst. 


The specimen was given to the author shortly 
before the death of Dr. Ashhurst a dozen years ago, 
with the statement that the patient had been 
operated on at the Episcopal Hospital, thirty years 
before. The incomplete records of that date at 
the hospital fail to furnish substantiation or detail. 
The right mastoid region presents two rounded 
conical openings, the anterior entering the carious 
cavity within the mastoid; the posterior communicat- 
ing with the knee of the sigmoid sulcus. Both are 
eroded like the whole mastoid superficies. Thirty 
milimeters farther back, forty-five milimeters behind 
the meatus and just above Reid’s base-line, a button 
has been removed with a half-inch trephine. The 
inner aspect shows erosion of the lateral sulcus from 
near the torcular forward to the knee, where the 
anterior wall is gone and the sulcus merges into 
the carious mastoid interior. Two small openings 
enter the middle cerebral fossa. 

The specimen tells an unmistakable story of 
mastoid caries opening back to form a perisinous 
abscess, inadequately drained by two drill-openings 
perfectly placed but insultlicient in size. Later, for 
what symptoms we cannot learn, formal trephining 
was done to deal with the lateral sinus; but the 
sharp-cut opening tells that the patient did not 
long survive. It is very regretable that the clinical 
details cannot be furnished; but this much deserves 
record since it dates from some ten years before any 
communications on the subject by Zaufal, Horsley 
or Lane. 


Shambaugh: When to Operate on the Labyrinth 
in Labyrinth Infection Secondary to Purulent 
Otitis Media. Tr. Am. Otol. Soc., 1913, May. 

By Surg., Gynec. & Obst. 

Shambaugh points out that the object of operat- 
ing upon the labyrinth in labyrinth infection from 
middle ear disease is to prevent the development of 
an intracranial complication or to relieve an intra- 
cranial complication after it has once developed. 

It is only in the severe cases of labyrinthitis, that is, 

in cases where there is a diffuse purulent invasion of 

the labyrinth, that the danger of an intracranial 
complication is sufficient to justify a labyrinth 
operation. Clinically, it is not always possible to 
make a diagnosis between a diffuse non-purulent 
(serous) labyrinthitis, with total suppression of 
labyrinth function, and a diffuse purulent labyrin- 
thitis. Furthermore, the danger from diffuse puru- 
lent labyrinthitis is not always the same. Some 
cases are much more likely to produce an intra- 
cranial complication than others. It is not always 
possible to make a distinction between the cases of 
labyrinth empyema, where the danger of an intra- 
cranial complication is sufficient to constitute an 
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indication for the labyrinth operation, and other 
cases where this operation need not be done. 

In general, one may conclude that a labyrinth 
operation is not called for in a case of labyrinthitis 
where the function of the internal ear has not been 
completely destroyed unless there intervene symp- 
toms indicating an intracranial complication. The 
same procedure can be applied to all cases with 
complete destruction of the function of the internal 
ear, whether they occur secondary to an acute otitis 
media or in connection with an acute exacerbation 
of a chronic otitis media, provided no clearly recog- 
nized indications exist for a mastoid operation. A 
labyrinthitis which develops after a mastoid opera- 
tion, even where it results in a complete suppression 
of function, may be treated in this way conserva- 
tively, unless symptoms develop indicating an intra- 
cranial extension. 

On the other hand, the cases of labyrinthitis 
where a labyrinth operation seems to be clearly 
called for include: 

First, cases of labyrinth suppuration where clini- 
cal symptoms exist suggesting a beginning intra- 
cranial complication, such as altered cerebro-spinal 
fluid, severe unilateral headache, etc. 

Second, cases where the labyrinth empyema de- 
velops as a part of a violent acute panotitis, where 
the indications for a mastoid operation exist. 

Third, cases where the labyrinth suppuration 
develops as a sequel to chronic purulent otitis media, 
where well recognized indications for a_ radical 
mastoid operation exist. 

Fourth, cases where the labyrinth suppuration is 
complicated by erosion of the labyrinth capsule, by 
fistula formation into the labyrinth, by facial 
paralysis, or by sequestration of a part or the whole 
of the labyrinth capsule. 


Day: Indications For and Results of Operative 
Treatment of Otitic Meningitis. Swrg., Gynec. 
& Obst., 1913, xvi, 369. By Surg., Gynec. & Obst. 

The author has treated 57 cases of meningitis: 53 
of otitic origin, 2 nasal, and 2 secondary to pneu- 
monia. All were diagnosed as diffuse suppurative 
meningitis, and 38 confirmed by autopsy. Four 
cases recovered, 3 operative and one with vaccine 
therapy. Meningitis followed chronic purulent 
otitis and its acute exacerbation twice as frequently 
as the acute form. The complicating acute type 
was more often the explosive form, running a rapidly 
fatal course. Meningitis following the chronic 
type had a more protracted course. 

The treatment of the cases varied. The mastoid 
operation, simple or radical, was done in 48 cases. 
In 33 the operation was supplemented by other 
procedures; 1o cases by dural drains; 8 by simple 
incision of dura for drainage; 4 by autogenous vac- 
cines; 3 by drainage of cisterna magna. 1 by drainage 
of lateral ventricle; 1 by lavage of ventricle; 4 by 
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intraspinal injection of urotropin and 2 of oxycyanide 
of mercury. 

It is impossible to establish definitely the indica- 
tions for operation. The operation is not one for 
cure of diffuse meningitis, but to prevent suspected 
localization from becoming diffuse. Indications of 
a beginning invasion of the meninges are vague. 
Steady increase in blood pressure and cedema of 
papilla, when present, is a distinct help in diagnosis. 
Lumbar puncture is the most reliable information as 
to the condition of the meninges. Presence of pus 
cells or pyogenic organisms in the fluid is usually 
considered diagnostic. A markedly increased num- 
ber of polynuclear leucocytes with the presence of 
pyogenic organisms indicates a hopeless condition. 
As now employed, lumbar puncture seldom gives 
warning of threatened invasion. The virulence 
and not the individuality of the organism determines 
the course of the disease, and the clinical condition 
of the patient offers no contra-indication to operative 
procedure. 

The treatment of suppurative meningitis by drugs 
per oram is absolutely valueless. There remains, 
then, local antisepsis, vaccine therapy, and surgical 


procedure. 
Conclusions: Serum and vaccines are a dis- 
appointment. Drugs introduced into canal, power- 


ful enough to overcome infection, are harmful to 
other organs. Dural drainage is effective to a 
limited extent; when used in circumscribed form 
it gives good results. Drainage of cisterna magna 
is not up to expectations, but it represents a distinct 
step in advance toward successful therapy. The 
mortality has not been changed by surgery and the 
successful treatment of otitic meningitis is still to 
be discovered. Our only hope at present is in early 
diagnosis. 


Dench: Report of Three Cases of Otitic Menin- 
gitis Treated by Drainage of the Cisterna 
Magna. Tr. Am. Otol. Soc., 1913, May. 

By Surg., Gynec. & Obst. 


The author reports three cases of meningitis of 
otitic origin. In the first case a tuberculous menin- 
gitis could not be excluded clinically, although the 
pathological findings on the examination of the 
cerebro-spinal fluid, Von Pirquet’s test and animal 
inoculation were negative. In the other cases the 
meningitis was unquestionably of otitic origin. In 
all three cases the cisterna magna was easily drained 
by an incision in the median line below the external 
occipital protuberance, the removal of bone being 
continued into the foramen magnum. All of the 
cases terminated fatally. In the opinion of the 
author, life may have been somewhat prolonged by 
the operation. It did not seem, however, that the 


procedure had been any more efficacious than the 
ordinary cerebellar decompression or decompression 
in the temporal region. 
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Sluder: Further Observations on Some Ana- 
tomical and Clinical Relations of the Sphenoid 
Sinus to the Cavernous Sinus and the Third, 
Fourth, Fifth, Sixth, and Vidian Nerves. 77. 
Am. Laryngol. Ass., 1913. May. 

By Surg., Gynec. & Obst. 

Sluder has previously expressed his belief that 
many cases of migrain are either sphenoidal empye- 
mata or nerve involvement by the extension of the 
inflammation or its toxins through the thin wall 
separating the sphenoid sinus from the adjacent 
nerve trunks. The results obtained during the past 
year strengthen this belief. From anatomical 
examination of specimens studied by cross section 
he found that the third, fourth, fifth, sixth, and 
Vidian frequently lie in close association with the 
sphenoid sinus, and his findings, except for the 
Vidian, were corroborated by Ladislaus Onodi. He 
found the sphenoid sinus separated from the clivus 
of Blumenbach by transparent bone in some speci- 
mens, demonstrating the association of the sixth. 
The early lateral spread of the sinus brings it in close 
proximity to the second division of the fifth at as 
early an age as two and one-half years. As early 
as the sixth year the Vidian canal is approached. 

The underlying pathological process, Sluder be- 
lieves, is an hyperplastic sphenoiditis. The second 
division of the fifth and Vidian are most frequently 
involved. 

The medicines which have so far proved of the 
greatest benefit are: one per cent carbolic acid in oil, 
two-tenths per cent oil of wintergreen, and aqueous 
solution of sodium salicylate, two-fifths per cent. 

Earte B. Fow er. 


Randall: A Skull with Malformation of the 
Temporal Bone and Distortion and Absorp- 
tion of the Basilar Region as if by Pressure of 
a Naso-Pharyngeal Growth. Tr. Am. Laryngol. 
Ass., 1913, May. By Surg., Gynec. & Obst. 

The massive edentulous skull seems that of a man 
of 70 years and is fairly normal on the right; but the 
left mastoid is represented by irregular osteophytic 
nodules back of which a rounded opening 2 cm. in 
diameter enters the lateral sulcus and the cerebellar 
fossa. Its smooth beveled edges mark it as of long 
standing, probably congenital. The basilar process 
of occipital and sphenoid is thinned by absorption, 
especially of its under surface; the back wall of the 
sphenoid sinus, the pterygoid, the palate, and even 
the upper alveolus are pressed forward on the right 
as is the zygoma and malar; but the nasal fossa are 
fairly symmetrical. The floors of carotid and audi- 
tory canals are gone on the left, possibly broken 
away but probably absorbed as is the bone about 


the greatly enlarged lacerated foramen. Through 
this opening the tumor would seem to have pene- 
trated the brain-case and caused absorption and dis- 
torted even the foramen magnum by forcing the 
medulla over to the right. As there is no evidence 
of infiltration of the bone, the growth would seem to 
have been non-malignant; and the displacement of 
the maxilla and other changes suggest action in 
early life —it was probably an adolescent fibroma 
of the vault. 


Reik: The Value of Naso-Pharyngeal Surgery in 
the Treatment of Chronic Exudative Otitis 
Media. Tr. Am. Otol. Soc., 1913, May. 

By Surg., Gynec. & Obst. 


A report of the careful observation of thirty-four 
cases of chronic exudative otitis media, seen in 
private practice, without complications but asso- 
ciated with and believed to be dependent upon or 
still excited by some abnormality in the nose, 
pharynx or naso-pharynx. The purpose of the study 
was an answer to these two questions: What effect 
upon the ear can one logically expect from naso- 
pharyngeal surgery in such cases? And, why are so 
many observers skeptical of obtaining satisfactory 
results under similar circumstances? 

The patients varied in age from 14 to 39 years 
and the deafness had been noted as progressing for 
periods ranging from six months to fifteen years. 
The abnormalities referred to consisted of hyper- 
trophied turbinates, deflected septa, hypertrophied 
or submerged diseased tonsils, or adenoids. Careful 
hearing tests were made before and after operation, 
main reliance for the purpose of comparison being 
placed upon a test with a self-controlled tuning fork. 
The operations embraced turbinectomy, tonsillec- 
tomy, adenoidectomy and submucous resection. 
Analysis of the effect upon the ears, no other treat- 
ment being employed, shows immediate improve- 
ment in hearing in thirty-two; no change in two, 
and in no instance was the hearing rendered more 
defective. These tests were made within two 
weeks after the operation. It is also shown by tests 
made at later periods, varying from six months to 
live years from the date of operation, that this 
improvement was maintained in thirty cases and 
fell back to the former condition in two; in other 
words, thirty of the thirty-four were permanently 
benefited. The degree of improvement of hearing 
is not, however, considered by the author as suffi- 
cient to justify promising such patients that any of 
the lost hearing can be reclaimed; he considers it 
the most important thing to be able to say that the 
progress of the disease can be checked and further 
loss of hearing arrested. 
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His answer to the first question is, that simple 
exudative (catarrhal) otitis media, which is due to 
abnormal or diseased conditions in the nose or throat 
can be arrested in its progress by removal of these 
conditions; that in such cases the progressive deaf- 
ness can be stopped and further loss of hearing pre- 
vented; that in some few cases the hearing power 
may be materially improved. Referring to the rea- 
son why some observers have been skeptical of 
obtaining such good results, the author states his 
belief that generally these disappointments have 
followed incomplete or improperly performed sur- 
gical procedures, and he explains the necessity for 
special skill and care in naso-pharyngeal operations 
done for the otologist. Success of the kind attained 
above depends upon the proper performance of 
naso-pharyngeal operations so that there shall be 
complete and thorough eradication of the abnor- 
mality without injury to neighboring normal 
structures. 


Shambaugh: The Faucial Tonsils as a Focus for 
Systemic Infection. Tr. Am. Laryngol. Ass., 1913, 
May. By Surg., Gynec. & Obst. 

The author has had rather extensive experience 
in cases of this sort. He believes that the faucial 
tonsils are much more frequently a focus for systemic 
infection, such as acute and chronic articular rheu- 
matism, nephritis, acute endocarditis, and chronic 
cardio-vascular degenerations than is usually 
suspected. This relation is more thoroughly appre- 
ciated by the leading internists than by the specialist. 

The author calls attention to the conditions about 
the faucial tonsil that he has observed in cases where 
these structures were clearly shown to be the 
focus for systemic infection. A small tonsil is as 
frequently the seat of such foci as is the hyper- 
trophied tonsil. Quite frequently one can express 
by pressure upon the base of the tonsil a creamy 
exudate which is largely pus. Very often the tonsils 
contain foci of pus causing systemic infection where 
the patient is not aware that he has ever had in- 
flammation of the tonsil. Not infrequently, too, 
the author has removed tonsils which were suspected 
as harboring foci causing systemic infection where 
there was no history of attacks of tonsillitis and 
where nothing in the appearance of the tonsil 
suggested tonsil trouble, and yet on their removal 
he has found in the depths of the tonsil pockets of 
pus which contained virulent streptococci. Obser- 
vations of this kind have led him to be less dog- 
matic in asserting, from the inspection of the tonsil, 
that the structure may not contain foci of infection. 
In any case where a patient suffers from chronic focal 
infection and where a competent internist is unable 
to discover any other probable source the faucial 
tonsils should be suspected. 

As regards the treatment of tonsils suspected of 
causing systemic infection, the author advises the 
complete enucleation. In children this is done under 
ether. In adults it is done preferably under a local 
anesthesia: application of 5 per cent cocaine in 
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adrenalin, rubbed over the tonsil and the sub- 
mucous injection of 14 per cent novocaine solution. 
The tonsil is dissected free by the use of a scalpel 
with a rounded tip. The tonsil is then removed with 
a snare. In adults a high blood pressure or a slow 
coagulation ‘time are contra-indications. In these 
cases a slitting of the tonsillar crypts is preferred. 


Clark: The Results in a Series of Cases of Tonsil- 
lectomy Three to Four Years After Operation. 

Tr. Am. Laryngol. Ass., 1913, May. 
By Surg., Gynec. & Obst. 


These cases were, with three exceptions, under 
fifteen years old at the time of operation. To 992 
requests to report, 143 cases responded in person. 
Only one case had post-operative hemorrhage de- 
serving mention. Among the reasons given for 
tonsillectomy were sore throat, tonsillitis, cervical 
adenitis, chorea, rheumatism. The ailment for 
which the tonsils were removed was relieved in all 
but a very few cases. All but twenty-four cases 
showed improvement in the general condition after 
operation. Fourteen of this twenty-four were in 
good general condition at the time of the operation. 
The lack of improvement in all but three of the 
remainder was due to conditions not related to the 
tonsils. 

Since the operation, one patient has had nasal 
diphtheria, four have had measles, two whooping 
cough, one neuritis, one chorea, one bronchitis, four 
pneumonia (one doubtful), five abscess of the ear, 
and twenty-two sore throat. There has been no 
change in the voice or speech since the operation 
in 116 cases, improvement in twenty-two, and 
condition said to be worse in two. Enlarged cervical 
glands were absent in ninety-eight cases. Tonsil 
tissue was absent in eighty-two cases, still present 
on both sides in thirty-one, and on one side only 
in twenty-eight cases. Cases in which there was 
any doubt of the presence of lymphoid tissue in the 
fosse were counted in the affirmative. Some of 
these were no doubt due to hypertrophy of an extra- 
capsular lymphoid focus. The soft palate was 
symmetrical in 120 cases, asymmetrical in eighteen. 
In four cases the uvula had been partially or wholly 
excised. The faucial pillars were normal in ninety- 
six cases, not normal in forty-one. The pillars were 
considered not normal when one (or more) was 
absent or when anterior and posterior pillars were 
fused, or when one or more of them showed cicatri- 
cial contraction. The tonsil fosse2 were present on 
both sides in 111 cases (sixteen of these shallow). 
and one or both absent in twenty-six. Carious 
teeth were noted in twenty-one cases. Three cases 
of enuresis were not relieved. More than half the 
cases who said they still had attacks of sore throat 
showed no tonsil tissue whatever and in many of 
those which showed tonsil remains it was quite 
obvious that the sore throat was not due to the 
tonsils. Of the thirty-three cases in which tonsillitis 
was the reason for operation, only one (an incom- 
plete operation) was not cured. Only sixteen pa- 
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tients have had any definite illness since the opera- 
tion. The speech was apparently unaffected by 
asymmetry of the soft palate or pillars or by loss of 
the uvula. In the two cases in which the speech 
was said to be not so good the palate and fauces 
were perfectly normal. Forty-three cases showed 
one or more enlarged cervical glands, but in not one 
of these could any symptoms be attributed to their 
presence. In most of the cases in which there were 
glands there was tonsil tissue on the same side. On 
the other hand, in twenty-six cases in which there 
were tonsil remains there were no enlarged cervical 
glands. Carious teeth seemed to bear a causative 
relation to the glands in some cases. 


O’Malley: Enucleation of Tonsils and Removal 
of Adenoids under Gas Anesthesia. Brit. M. 
J., 1913, i, 699. By Surg., Gynec. & Obst. 
The article describes in detail the method of tonsil 
enucleation as devised by Sluder with such modifica- 
tions as the author considers desirable. The use of 
gas is advocated where everything is convenient 
and trained assistants are at hand. In addition to 
the usual preparation for general anesthetic, the 
following mixture is given one day before the opera- 
tion and six days following. 
Sodii salicyl. 
Potass. bicarb. 


Potass. chlor. aa gr. x. 
Elixir aromat. (B.P.C.) m. xx. 
Aq. chlorof. fl. oz. jss. 


Dose 1 to 2 drachms. This is given for its local 
and general antiseptic action and to counteract any 
septic absorption from the raw surfaces. 

The table is placed parallel to a window and the 
operator stands between, using daylight when possi- 
ble. The patient is placed on his back with head 
turned toward the operator for the tonsillectomy 
and on his right side for adenectomy. ‘The author 
uses a Ballenger-Sluder tonsillectome with a dull 
edged blade and the slot intended for the reception 
of the blade filled with lead so that the blade cuts 
against this. The instrument is inserted and the 
ring threaded under the lower pole of the tonsil, 
the handle carried to the opposite angle of the mouth 
and pressure exerted so that the tonsil comes to lie 
over the opening and bulges against the anterior 
pillar. The index finger of the left hand, pressing 
against the outer edge of the pillar, inverts the tonsil 
through the ring, and the blade is then closed down. 

The adenoids are removed with a Gottstein’s 
curette with a spring cage to retain the removed 
tissue. The removal of the tonsils requires about 
4 to 5 seconds for each and the removal of the ade- 
noids about fifteen. Earte B. Fowter. 


Donelan: Adhesions of Uvula and Soft Palate to 
Posterior Pharyngeal Wall in a Girl aged 12. 
Proc. Roy. Soc. Med., 1913, vi, 82. 

By Surg., Gynec. & Obst. 


The patient was sent to the hospital because of 
imperfect nasal respiration. There was no history 
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of throat affection and there was no family history 
of note. A bent probe was hooked around the 
uvula, which became detached and shrunk to a third 
its former length. Suggestions as to the probable 
cause and the most suitable treatment were requested. 

McKEnzIE said that he had operated twice on 
similar cases without success. The best result that 
he had seen was on a case in which Grant removed 
part of the bony palate and after the operation 
brought the uvula forward witha suture and attached 
the suture to one of the incisor teeth. Another 
method was to put in long rubber tubes, one in each 
nostril, bring them out of the mouth and attach 
them outside. 

DESANTI referred to a case in which Spencer trans- 
fixed the rolled-up soft parts with a silver wire and 
passed the ends of this through the muco-periosteum 
of the hard palate. Contraction occurred in this 
case later but no further adhesions. He had 
a case ten years ago in which he used the same pro- 
cedure and there had been no contraction. 

ROBINSON mentioned a case he had shown in which 
a lead plate with silk thread at each corner had been 
bent and passed around the detached soft palate 
with two of the threads through the nose. The 
plate was kept in position for a fortnight. 

MILLIGAN had used both rubber tubes and lead 
ribbons with moderate success. 

POWELL said that he had obtained good results 
with tubing but that it should be retained for a long 
time to prevent readhesion. 

HOVELL spoke of acase in a young woman in which 
he had grafted over the exposed surface part of a 
child’s prepuce from which the skin had been re- 
moved. The result had been very satisfactory after 
a period of eight years. Earve B. Fowrer. 


Grove: Certain Dangers of the Adenoid Opera- 
tion. Bull. Johns Hopkins Hosp., 1913, xxiv, 112. 
By Surg., Gynec. & Obst. 

Grove controverts the generally accepted belief 
that the adenoid operation is a simple and abso- 
lutely harmless procedure, and in this paper he 
discusses the most frequent and dangerous compli- 
cations of this operation. He places them in two 
general groups: first, the post-operative bleeding; 
second, post-operative infections. His considera- 
tion of the complications in group one is dismissed 
with the statement that post-operative bleeding 
can be of a very severe nature and he quotes from 
the literature in two instances, recording eleven 
cases of fatal hemorrhage after the adenoid opera- 
tion. 

The second group, the infectious complications 
of the adenoid operation, he considers in great 
detail, and takes up in his discussion the following 
post-operative complications: Fever, general sepsis, 
endocarditis, acute rheumatic fever, the acute infec- 
tious diseases of childhood, tonsillitis, adenitis, 
torticollis, lung infections and meningitis, and points 
out their casual connection with the bacterial 
content of the nose and _ naso-pharynx. The 
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author reports two of his own cases in which, follow- 
ing the adenoid operation there was, a few days 
later, an infection of the accessory sinuses of the nose. 

In conclusion, he warns against operating when 
there is any infectious process present in the nose, 
naso-pharynx or ear, and also during local epidemics 
of the acute infectious diseases of childhood, 
especially if the patient had come into any sort of 
contact with children ill of these diseases. And 
finally, he believes that this operation should be 
done in a hospital, and the cases kept under obser- 
vation for a considerable period of time. 

GrorcE E. BEILBy. 


Burgues: Direct Endoscopic Examination of the 
Larynx, Trachea, and Bronchi; Technique, 
Indications and Results (L’endoscopie directe 
du larynx, de la traché et des bronches; technique, 
indications, résults). Thése de doct., Montpelier, 1913. 

By Journal de Chirurgie. 


This work states briefly the exact condition of 
this question and gives some original practical 
advice from Mouret, who edited the paper. 

After describing the Killian electroscope of 
Briinings (bronchoscope capable of lengthening and 
external lighting), Burgues describes the technique 
of superior bronchoscopy: anesthetization of the 
larynx, trachea, and bronchi with cocaine, the posi- 
tion of the patient and the course of the examination. 

In discussing the position of the patient he insists 
on the one recommended by Mouret. 

Laryngologists who practice superior bronchos- 
copy are preoccupied with obtaining obliteration 
of the buccopharyngeal angle by forcibly extending 
the head. No attention is paid to the position of 
the body or basin as long as the basin does not slide 
forward. Mouret proposes to put the patient in 
a position in which the trunk and basin will be bent 
forward. The position of the head is that which the 
passage of the tube forces it to take. Mouret has 
the patient sit astride a chair, seize the back tightly, 
with the anterior surface of the neck almost touching 
the back of the chair. 

The advantages of this position are as great in 
cesophagoscopy as in tracheoscopy. 

Burgues states that the chief indications for 
direct endoscopy of the trachea and bronchi are the 
presence of foreign particles. 

A table is given of eighty-seven cases of foreign 
bodies in which a superior bronchoscopy was per- 
formed. Three of these cases were Mouret’s. The 
first was a cherry stone which had lodged far down 
in the first branch of the left bronchus. Extraction 
was not possible as the foreign body could not be 
reached with the tube. In the second case a coffee 
grain was extracted from the right bronchus of a 
child five years old. In the third a large-headed 
tack, which had lodged in the left bronchus of a 
child of eleven years, was removed. The last two 
had an uneventful recovery, but the first died of a 
broncho-pneumonia. 

A complete alphabetical index concludes this work, 
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Fig. 1. (Burgues.) 


which is the most recent and the most complete in 
the French language. E. JEANBRAU. 


Sanderson: Tuberculoma of the Larynx. Brii. M. 
1933, 1, 763. By Surg., Gynec. & Obst. 
McKenzie classifies tuberculous outgrowths in the 
region of the larynx into three groups: (1) Granular 
hyperplasia in connection with tuberculous ulcers, 
(2) papillomatous excrescences, vegetations and 
tumors, probably papillomatous tissue infected with 
tubercle bacilli and sometimes the only visible signs 
of tuberculosis for a considerable period; (3) true 
tuberculous tumors — extremely rare — composed 
of closely aggregated miliary tuberculous nodules, 
and occurring independently of infiltration and 
ulceration of the mucous membrane. 

The first case reported is of a male 69 years old 
who complained of choking on lying down and diffi- 
culty in swallowing lasting over,a period of three 
years. There was no other evidence of tuberculosis. 
The laryngoscope revealed a pale gray growth with 
a broad base and irregular surface extending from 
the posterior surface of the right arytenoid cartilage 
downward into the hypopharynx toward the 
cesophagus. There was no ulceration and no en- 
larged glands were felt in the neck. Microscopical 
section showed a considerable number of giant cells, 
epithelioid cells, and lymphocytes. A diagnosis of 
tuberculoma was made. The growth was removed 


with a cutting forceps and galvano-cautery and the 
surface rubbed with lactic acid. Symptoms were 


pa’. 
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relieved but returned in five months. Introduction 
of the forceps caused coughing-spasm and had to be 
given up. The patient died of exhaustion several 
months later. 

A tuberculoma is generally covered with smooth 
intact mucous membrane of a pale gray to a dark red 
color. The disease is usually found between the 
ages of twenty and forty-five and is of slow growth. 
It is more frequent in males and is generally associat- 
ed with a primary focus inthe lungs. The results of 
treatment in a few cases of true tuberculous intra- 
laryngeal tumor in the absence of any demonstrable 
lung changes have been excellent. This was due, 
no doubt, to the fact that operative interference and 
topical applications could be followed by more or 
less complete rest of the parts. The author then 
cites a case ina young woman of 25 in which recovery 
was complete after ten months of treatment and 
rest. Ear Le B. FowLer. 


Ryall: Cancer of the Tongue. Brit. WM. J., 1913, i, 
697. By Surg., Gynec. & Obst. 
Syphilitic lesions of the tongue lower the resisting 
power of the organ, rendering it vulnerable to irrita- 
tion of all kinds. The primary sore is occasionally 
found there, mucous plaques of the secondary stage 
are by no means uncommon, but it is especially 
from the later or teritary lesions that dangerous 
sequela ensue. These tertiary lesions occur not 
only in cases of neglected or insufficient treatment 
but also where the most rigid mercurial treatment 
has been carried out. All cases of syphilis by no 
means exhibit tongue lesions and women appear to 
be peculiarly exempt. Correlated with the high 
percentage of syphilis in the histories, an equally 
large number are found to be smokers and very 
heavy smokers. The author is convinced that were 
the use of tobacco discontinued from the onset of 
symptoms of syphilis until when, after thorough 
treatment, the Wassermann reaction is and remains 
negative, tertiary manifestations in the tongue would 
. almost cease to exist, and cancer of the tongue would 
be rarely seen. These patients are accustomed to 
having sore tongues, so when the process becomes 
cancerous, the seriousness of it is not appreciated. 
The lymphatics are early infected and as there is a 
free anastomosis of the lymph channels, though the 
growth be only on one side of the tongue, both sets of 
glands are usually involved. The diagnosis should 
be definitely established by excision and examina- 
tion; anti-syphilitic treatment should not be de- 
pended upon. 

The treatment is separated into three headings: 
(1) preventive, (2) radical, and (3) palliative. Un- 
der preventive treatment comes abstinence from 
tobacco for syphilitics. The treatment of all 
syphilitic lesions of the tongue should be carefully 
checked by Wassermann tests. The author con- 
siders the radical excision of the tongue necessary; 
this is done in two stages: first, the removal of the 
tongue and the dissection of glands from one side of 
the neck; second, the removal of the glands from the 
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other side. Under palliative treatment the author 
strongly advises the removal of the tongue even in 
advanced cases. He tried ligation of the linguals 
and external carotids in the hope of starving the 
growth but this was not satisfactory. He also tried 
the injection of the vessels with paraffin in one case; 
the result was good, but cure did not follow. Where 
the lesion is very minute a very wide removal might 
suffice, but the larger operation even then would be 
best. By an incision carried from behina the angle 
of the jaw along the anterior border of the sterno- 
mastoid to opposite the sterno-clavicular articula- 
tion and another from beneath the tip of the chin to 
meet this at right angles, the anterior triangle is first 
cleared of the fascia, fat, and lymphatic glands 
belonging to the submental, submaxillary, inferior 
parotid and carotid groups, taking care to prevent 
tearing of these, as cancer implantation followed by 
recurrent nodules, or, more frequently, widespread 
and rapid malignant induration of the whole side 
of the neck, might result. Drainage tubes are in- 
serted before closing this wound, to remove blood- 
stained exudation or secretion from any oi the 
salivary glands, or in case a communication is 
accidentally made with the oral cavity. Thereafter 
the mucous membrane of the floor of the mouth and 
the freanum is divided, allowing the tongue to be 
pulled forward and the lingual arteries ligatured. 
The tongue is divided transversely as far back as 
possible and the mucous membrane of the floor of the 
mouth sutured over the stump. M.S. HENDERSON. 
Smyth: Misplaced Mandibular Canine. Proc. 
Roy. Soc. Med., 1913, vi, 77- 

By Surg., Gynec. & Obst. 

The patient, a boy of 16, had a tender swelling 
beneath the chin. A few days later the crown of a 
tooth made its appearance, being directed almost 
vertically downward. The tooth, except for some 
hypoplasia of the enamel, was normal. 

An examination of the mouth showed that both 
the right lateral incisor and cuspid were absent from 
their normal positions in the mandible. The history 
of the case brought out the fact that the child, at 
about three and one half years, received a blow upon 
the chin and that subsequently a piece of dead bone 
was removed. The author surmises that the pres- 
ence of the sinus had directed the tooth downward. 

H. A. Ports. 


Ochsner: Cleft Palate. New Orleans M. & S. J., 
1913, Ixv, 727. By Surg., Gynec. & Obst. 
The author here reports that there has been ad- 
mitted to the New Orleans Charity Hospital, between 
the years 1906 and 1912, twenty-two cases of un- 
complicated hare-lip and fifty-four cases of hare- 
lip and cleft palate in children. In adults ranging 
in years from fourteen to thirty-two years there 
have been four cases of hare-lip and nine cases of 
hare-lip and cleft palate. In comparing the number 


of cases treated in other hospitals, especially by 
Lane and Mayo, which are greatly in excess of this 
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report, the author concludes that the desparity of 
cases treated in Louisiana does not represent the 
number of resident cases but that most of them do 
not seek surgical relief, the cause being that on 
account of the difficulties which the operation 
presents the surgeons are loath to attempt it. 

The author, after citing the views of other men 
and quoting from Jacobson and Steward, concludes 
that the best time for operating is some time before 
the child begins to talk but drawing no hard and 
fast rules regarding it. As to the choice of opera- 
tion, the author advocates as practiced by most 
men some modification of the Langenbeck operation, 
and when one side of the cleft projects beyond the 
other they are brought together with silver wire 
suture somewhat after the method proposed by 
Brophy, reducing the intermaxillary bone when it 
projects by resecting a portion of it. 

After discussing the Brophy operation the author 
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gives the basic principles which underlie the opera- 
tion: first, abriation of tension by absolute relaxa- 
tion of flaps; second, a good blood supply to the 
flaps; third, a proper coaptation of broad raw 
surfaces. 

The author favors doing the operation in two 
sittings, the first one comprising only the creation 
of the muco-periosteal flap then allowing the blood 
supply to regenerate when the closure can be more 
certainly effected. He also deprecates the sub- 
sequent use of antiseptic and dehydrating agents, 
also frequent examinations. He also seeks to avoid 
intestinal infection (post-operative) by gastric 
lavage, encouraging vomiting by inducing the child 
to drink a large amount of water. 

The author believes that closure of the cleft before 
the child begins to talk does remedy the speech 
defect, and even though it be done late the defect 
may be overcome. H. A. Ports. 
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